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The Subdivisions of Chronic Metritis. 
By Wm. FLeTcHeR SHAw, M.D. 


‘‘ CHRONIC metritis”’ is one of the commonest of gynzcological 
diagnoses. From a pathological standpoint the nomenclature is 
hardly correct, but as a clinical term, conveying as it does a definite 
clinical picture to the gynzecologist, it is invaluable and as such 
should be retained. By this term we mean a uterus, symmetrically 
enlarged and hard, which contains no fibromyomata or malignant 
disease, and which causes hemorrhage, pain, or leucorrhoea, or a 
combination of these. 

Microscopically a nulliparous can always be distinguished from 
a parous uterus by the distribution of the elastic tissue. In the 
former the elastic tissue is confined almost entirely to the internal 
elastic lamina of the blood-vessels, with a few thin fibrils in the 
media and adventitia of the vessels and between the muscular fibres 
of the mesometrium, especially in the outer third, while in the 
parous uterus much more elastic tissue is found, especially 
surrounding vessels and groups of vessels. Goodall? describes the 
reduction in the size of the vessel lumen during the puerperium as 
due to the formation of a new vessel or vessels within the old lumen. 
In this way, early in the puerperium, each new vessel, or group of 
new vessels, is found surrounded by the internal elastic lamina of 
the old vessel, now very much swollen, and outside this by the 
media of the old vessel. Normally, as involution progresses, the 
old vessel wall undergoes degeneration and is absorbed. But 
anything which retards involution, such as sepsis, multiparity, old 
age, &c., tends to prevent the degeneration and absorption of these 
old vessel walls, and so in subinvoluted uteri the new vessels, or 
groups of new vessels, are found surrounded by masses of elastic 
tissue, which are really the remains of the internal elastic lamina of 
the parent vessel and part of the old media infiltrated with much 
elastic tissue. Theoretically, one would expect that a parous uterus 
which has undergone a perfectly normal involution would be 
indistinguishable from a nulliparous uterus, but in practice this is 
not so, as there is always some remains of the elastic layer to be 
found around some of the groups of vessels, even when involution 
has been apparently quite normal and the patient has no abnormal 
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clinical symptoms. Such a uterus is the one from which the 
photomicrograph No. 2 is taken. This patient was aged 27, had 
one child four years ago, followed by a perfectly normal puerpe- 
rium, and had regular menstrual periods of average amount since 
that time. She had an ovarian dermoid removed in January 1913, 
and in September 1913, had to have the other ovary removed as it 
had in the meantime formed a large ovarian cyst. The uterus, now 
useless, was also removed at the same time. There is very little 
elastic tissue to be found in sections of this uterus, but around a 
few groups of vessels, as in the photomicrograph, a fairly large 
collection of elastic tissue can be found, and this is quite sufficient 
to make the diagnosis of parity. I have not examined any parous 
uterus which could not be readily distinguished from a nulliparous 
uterus by noting this distribution of the elastic tissue. 

Subinvoluted uteri, which histologically show large amounts 
of elastic tissue around the blood-vessels, form the main mass of 
those uteri which are diagnosed clinically as chronic metritis. 
Goodall,’ in a later paper, goes so far as to say that a uterus which 
does not show this histological sign is not to be diagnosed as 
chronic metritis, and that chronic metritis cannot occur in virgins. 
He takes exception to the inclusion of several virgin uteri in my 
former paper‘ on the ground that they were not stained for elastic 
tissue and if they had been no increased amount would have been 
found. I am now in total agreement with him that these uteri are 
quite different pathologically from the parous uteri, but I still 
consider that clinically they must be classified as chronic metritis. 
Just as well might he say, a rabbit is a rodent, therefore all rodents 
are rabbits. Chronic metritis is a clinical entity and includes at 
least two, probably more, groups of pathologically different uteri. 
The object of this paper is to describe two of these groups, and it 
is based on the examination of twenty-nine uteri removed with the 
diagnosis of chronic metritis and in which no fibromyomata or 
malignant disease was found. 

The statement that these symptoms of chronic metritis occur 
chiefly in parous women is quite true, but it is not correct to say 
that they never occur in nulliparz or virgins. In this series which 
IT am now reporting two uteri were from virgins and two from 
nulliparze, all of which had the objective and subjective symptoms 
of chronic metritis and, clinically, were indistinguishable from those 
occurring in multipare. 


Group I.—CHRONIC SUBINVOLUTION. 


These cases come into the general class of chronic metritis with 
a regularly enlarged hard uterus and with the symptoms of hzmor- 
rhage, pain, or leucorrhoea, though hemorrhage is by far the most 
constant symptom. 
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As examples of this group I have taken twenty-five specimens. 
It would have been a simple matter to multiply this list, but these 
are sufficient to prove my points and it seems better not to make 
tables too bulky in a paper. The specimens were taken promis- 
cuously and are fairly representative of the large class from which 
they are drawn. Two of the patients were aged only 27 and 29 
respectively, and in both these cases the uterus was removed along 
with matted appendages ; seven patients in the thirties, and all the 
remainder in the forties or early fifties. This condition reaches its 
greatest incidence about the menopause; many of the patients date 
all their symptoms from a confinement, though many only suffer 
from weight and dragging due to the heavy uterus until near the 
menopause when excessive hemorrhage commences. This is the 
symptom which generally causes the patient to seek medical advice. 

All these uteri present the same appearances. The whole 
uterine wall is much thickened, usually from ? to 1}in. instead of 
the normal }in., and the whole uterus feels harder and denser. 
The increase in size affects the whole of the uterine wall, and there 
is no appearance of local overgrowth or tumour. A section through 
any part of the uterine wall shows the increase in size to be due to 
an increase in the amount of all the constituent elements of the 
uterine wall. The proportion of fibrous tissue is often slightly 
increased, as I have shown in a previous paper,‘ but, as this increase. 
only averages 4 per cent. while the total increase in the uterine wall 
is often 100 per cent., it is quite clear that this increase in thickness 
of the uterine wall cannot be due to increased amount of fibrous 
tissue alone, but also to a still greater increase of muscular tissue. 
Lately it has become fashionable to rechristen this condition 
‘fibrosis uteri’’; this has arisen from the mistaken idea that the 
increase in the size of the uterus is due to fibrous tissue and that the 
hzmorrhage is due to collections of fibrous tissue around the vessels 
which diminish the normal muscular control and, though we now 
know that this is incorrect, many gynecologists persist in using the 
term. This causes great confusion of mind, especially among 
students, and we should be very chary of adopting new nomencla- 
ture, based upon pathology, until we are quite sure that those patho- 
logical investigations are correct. The majority of the specimens I 
included in my tables show a slight increase in the percentage of 
fibrous tissue, especially in the outer third, but in no specimen was 
it marked around the blood-vessels, nor was there anything like 
sufficient increase to account for the total increase in the thickness 
of the uterine walls. The specimen which shows the largest 
amount of fibrous tissue (No. 12) did not suffer from hemorrhage. 
Briggs, in a recent paper! read before this Society, confirms the 
results of my previous paper ;‘ in only one specimen did he find 
sufficient fibrous tissue to account for the total slight increase in 
size of the specimens. 
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The most important change in these uteri is to be found in the 
amount and distribution of the elastic tissue. We noted above that 
elastic tissue occurs in a nulliparous uterus only as an internal 
elastic lamina of the blood-vessels and in very small fibrils in the 
media and adventitia, and between the muscle bundles of the 
mesometrium. In a multiparous uterus in which the puerperium 
has been normal, the elastic tissue occurs not only as the internal 
elastic lamina, but also in small collections outside the vessels and 
groups of vessels, and in increased quantity between the muscle 
bundles. 

Ini the class of case we are now considering the elastic tissue has 
the same distribution as in a normal multiparous uterus, but in 
very much greater amount. The vessels and groups of vessels are 
surrounded by thick slabs of dense elastic tissue and by muscular 
tissue thickly interspersed with elastic tissue. This change is very 
marked in the cases with severe hemorrhage, not only around the 
large vessels, but also around the small vessels near the endome- 
trium. Elastic tissue also occurs in large amounts between the 
muscle bundles and fibres, especially in the outer third of the 
uterine wall. The blood-vessels are increased in size and their walls 
thicker than in a nulliparous uterus, but, in the majority of cases, 
this is not more marked than in a normal multiparous uterus which 
has involuted well and which has not given rise to menorrhagia 
or metrorrhagia, nor, in many cases, is the size much more than is 
found in a virgin uterus. The great change is the large amount of 
elastic tissue in and around the vessel walls. 

Fig. 1 shows the blood-vessels in a virgin uterus, aged 18, who. 
had no uterine symptoms and died in twenty-four hours after an 
accident. In this section no elastic tissue can be seen except at the 
internal elastic lamina. 

Fig. 2 is from a normal multiparous uterus which is described 
above. The blood-vessels are of normal size and the walls are not 
increased in thickness, but a few thick strands of elastic tissue can 
be seen surrounding some of the vessels. This is sufficient to prove 
this section to be from a parous uterus. 

Figs. 3 and 4 are from the vascular area from a specimen of the 
chronic subinvolution type of chronic metritis (No. 2 in the table). 
These sections show the large amount of elastic tissue surrounding 
the vessels. 

Fig. 5 shows a group of small vessels near the endometrium 
from specimen No. 5. Here the new-formed vessels are seen 
surrounded by the old internal elastic lamina, outside which is the 
old vessel wall impregnated with elastic tissue. 

The whole uterine wall is much thickened, due to a slight extent 
to an increase in fibrous tissue, to a larger extent to increase of 
elastic tissue, and to the largest extent to increase in amount of 
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Fig. 1. Vessels in the uterus of a virgin aged 18 years. 


Note the dark elastica interna of the arteries. There 

are a few fine fibrils of elastic tissue in the media and 

adventitia but too fine to photograph with low power. 
Stain Weigert’s elastic and Van Gieson. 


Fig. 2. Vessels in the uterus of a 1-para, aged 27 years, 
normal puerperium and no subsequent uterine symptoms. 
Note the dark elastica interna of the arteries, but to the 
right hand side of the vessels, outside their walls, can be s2en 
a collection of thick strands of elastic tissue. This is suffcieiui 
to make the diagnosis of parity. 

Stain Weigert’s elastic and Van Gieson. 
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Fig. 3. A large artery from the vascular layer of case 
No. 2. Note the large amount of elastic tissue surround- 
ing the new formed vessel. The smaller arteries below 
show elastic tissue as elastica interna and also surrounding 
thei. Stain Weigert’s elastic and Van Gieson. 


Fig. 4. Shows several arteries from the vascular layes : 
of Case 2. Note the large amount of elastic tissue sur- 
rounding each artery. 


Stain Weigert’s elastic and Van Gieson. 
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muscular tissue. This condition is brought about by involution 
being retarded and the muscular tissue and elastic tissue not being 
absorbed. 

In fifteen of these twenty-five specimens the endometrium was 
markedly increased in thickness, but in none of these was it in a 
state of oedema, as it probably would be if the increased thickness 
was due to congestion. Nine of the specimens had adhesions 
around the appendages, showing that there had been considerable 
inflammatory reaction at some time, most probably during the last 
puerperium, though none of them gave a history of protracted 
convalescence. The sepsis in these cases has prevented involution, 
and so, indirectly, had produced the condition, but we cannot 
consider the condition to be directly produced by inflammation. 

Ten of the specimens were from patients whose symptoms dated 
from their last confinement, while in twelve instances the patients 
only had symptoms when near the menopause, though their last 
confinement had occurred several years previously, the shortest 
time three years, the longest twenty years; one of these patients 
was aged 34 and another 38, but all the others were well over 40, 
so we may consider them all as being about the menopause. In 
three cases | was unable to obtain the duration of symptoms. 

The twelve uteri from patients whose symptoms commenced at 
the menopause show exactly the same changes as the other ten ~ 
uteri from patients whose symptoms dated definitely from a confine- 
ment. In these cases, however, the muscular control over the blood- 
vessels has been better retained, and it is only at the menopause, 
when muscular tissue naturally atrophies, that the full effect of this 
change has come into play. Elastic tissue is not contractile in the 
same way as muscular tissue, so blood-vessels surrounded by it are 
not controlled as they are when surrounded by muscular tissue, 
and a much greater pressure is thus exerted on the small thin-walled 
blood-vessels of the endometrium. If the strain is greater than 
these small vessels can stand, menorrhagia is produced, followed, 
in the worst cases, by metrorrhagia. 

Of these twenty-five uteri, all but two were removed on account 
of excessive hemorrhage, and both these uteri contained a some- 
what smaller amount of elastic tissue than the others, though it was 
still greatly in excess of normal. These patients were aged 
respectively 27 and 33. If these uteri had not been removed at this 
early age, on account of pain in one case and with matted appen- 
dages in the other, they would almost certainly have suffered from 
hemorrhage when they neared the menopause. 

One uterus, No. 9, shows no increase in the thickness of its 
walls, nor is the endometrium thickened, nor the amount of fibrous 
tissue increased. The only marked change between this and a 
normal uterus is the enormous amount of elastic tissue collected 
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round the blood-vessels, and we must look upon this as the cause 
of the intractable hemorrhage from which this patient suffered 
since the birth of her last child three years previous to operation. 
In this case involution progressed sufficiently to absorb the super- 
abundant muscular tissue but, owing to some cause not obvious in 
this case, was not able to absorb the increased amount of elastic 
tissue. Strictly speaking this is not a case of chronic metritis, as 
the total thickness of the uterine wall is not increased, but, apart 
from this, its symptoms, histology and ztiology would cause it to 
be included. 
Group UTERI. 

In the group of cases we have just considered all the patients 
had been pregnant, and the increase in size of these uteri is due to 
subinvolution. There is, however, another group of cases which 
present the same clinical features, hamorrhage, pain, leucorrhcea, 
with regular enlargement of the uterus, but differ from the last 
group in that they have never been pregnant. I have obtained four 
recent specimens of this class, whose clinical features are indistin- 
guishable from the last group, and so must be classified under the 
clinical diagnosis of chronic metritis, though their histology is so 
different. These patients varied in age from 30 to 46; two were 
married nulliparze and two virgins. All had excessive hemorrhage 
and dysmennorrhoea. One had been curetted three times without 
any permanent benefit. All had uterine walls which were con- 
siderably thickened, but the most marked feature was the enormous 
increase in the thickness of the endometrium. 

All these uteri had walls which were considerably thickened, 
the one recently published by Dr. Donald* having walls 1% in. 
in thickness. Histologically these specimens: differed very 
markedly from the other group and from a normal parous uterus, in the 
arrangement of the elastic tissue. In these the elastic tissue 
followed the same arrangement as in a virgin uterus and was 
present only as the interior elastic lamina of the vessels and a few 
very fine fibrils in the media and adventitia and between the muscle 
bundles of the mesometrium. This is the distinguishing feature 
between a nulliparous and a parous uterus. 

Fig. 6 shows a large vessel in Dr. Donald’s specimen. It will 
be noted that no elastic tissue can be seen outside the internal 
elastic lamina. 

None of these uteri showed any increase in the percentage of 
fibrous tissue, the increased bulk being made up of muscular and 
fibrous tissue in the same proportion as in a virgin uterus. The 
blood-vessels were not increased in number or size. 

In this group the uterine wall may be as thick as in the other 
group, but instead of the increase being due to want of absorption, 

* Trans. Roy. Soc. Med., Obstet. and Gyn. Sect., July, 1914. 
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Fig. 5. Vessels adjacent to the endometrium in case No. 5. 


Note the black elastica interna of the arteries and the black 
elastic tissue surrounding them. 


Fig. 6. An artery from case No. 28, Dr. Donald’s case. 
Note the black elastica interna, beyond which, except for 
a few fine fibrils, too fine for photography with this power, 
there is no elastic tissue in or around the walls. This is the 
same arrangement as occurs in a virgin uterus. See Fig. 1. 

Stain Weigert’s elastic and Van Gieson. 
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Fig. 7. A direct print of sections from case No. 28 and the 
virgin uterus from which Fig. 1 was taken. Note the great 
thickening of endometrium and mesometrium of case No. 28. 
(Dr. Donald’s specimen.) 

Stain Van Gieson. 


- Fig. 8. Endometrium from case No. 28. The glands 
are a little enlarged : stroma average density. 
Stain Haematoxylin and Eosin. 
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it is produced by a definite hypertrophy of all the constituents of 
the uterine wall. The marked feature of these specimens is the 
thickness of the endometrium. In Dr. Donald’s specimen the 
endometrium measured 15mm. in thickness even after being 
prepared and cut in paraffin, which always causes a large amount 
of shrinkage. In another specimen the endometrium only measures 
1mm., but I could only obtain one piece of this uterus and the edge 
of the endometrium had been lost; there was increase in the number 
and size of the glands, and I have no doubt the endometrium was 
considerably thickened. 

Fig. 7 is a direct print of sections from Dr. Donald’s specimen 
and from a normal virgin uterus. The great difference in thickness 
of their walls, and especially their endometria, is well shown. 

In two of these specimens the glands were greatly increased in 
size and number, while in the other two this was not a marked 
feature. One specimen exhibited a few patches of oedema in the 
endometrium, but these were not large in proportion to the whole 
bulk of the endometrium, which was generally of fairly average 
density. 

Fig. 8 shows a portion of the endometrium of Dr. Donald’s case. 
The glands are a little enlarged, but are not more numerous than in 
a normal uterus. The interglandular stroma is of fairly average 
density. 

It seems to me that, in these cases, the endometrium is primarily 
at fault : it becomes thickened from some cause unknown and gives 
rise to hemorrhage. The reason why hysterectomy is so seldom 
required for chronic metritis in nulliparze is due to the fact that the 
majority of these cases are cured by curetting during the early 
stages while the hypertrophy is confined to the endometrium. If 
this thickened condition of the endometrium is allowed to persist 
it will act as a foreign body in the uterus, giving rise to increased 
contractions, especially during menstruation when the endometrium 
is still more thickened. This usually gives rise to severe dys- 
menorrhoea and later to a hypertrophy of the whole uterine wall as 
in any other muscular organ after prolonged increase of work. 
This cannot be looked upon as a simple overgrowth of the uterus. 
Why should one organ suddenly take on a regular growth and 
double its size? If it were a true overgrowth we should expect a 
greatly increased blood supply, but this we do not find. Conges- 
tion, due to displacement or any other cause, would not produce 
pure overgrowth of all the tissues, but a growth of fibrous tissue out 
of proportion to the amount of muscular tissue; moreover, there 
would be cedema of the endometrium, which I only found in one 
of these specimens, and then only in very small areas. It seems 
much more reasonable to look upon the case as due to ‘‘ work 
hypertrophy.’’ The endometrium is thickened and will act as a 
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foreign body and so stimulate uterine contractions, especially at the 
menstrual periods when the endometrium is increasingly thickened. 
This overwork of the uterine muscle will, in the course of time, 
produce hypertrophy of the whole organ, while at each menstrual 
period it manifests itself by severe dysmenorrhcea. 


CAUSATION OF SYMPTOMS IN BOTH CLASSES. 


Pain.—The chronic dragging aching pain which chronic 
metritis gives rise to is probably produced by the drag of the heavy 
uterus. This increase in size is due to one of the two causes | have 
described above : (a) late form of subinvolution, or (b) work hyper- 
trophy. The former is by far the larger class, and is produced by 
anything which prevents normal involution of the uterus, the 
commonest causes being sepsis, old age, and general ill-health of 
the patient. In this series nine specimens had definite adhesions 
around the appendages, but sepsis, much too slight to cause matting 
of the appendages, is still sufficient to retard involution, and so was 
probably the cause of the subinvolution of many of the other cases. 
The second class is much the smaller one, but it is just as definite 
a type. In these specimens the endometrium is much thickened as 
well as the mesometrium, and sections of the latter show no differ- 
ence to the virginal condition except this great thickness; that is to 
say, the uterine wall is greatly increased in thickness, but the 
arrangement and relative proportion of muscular, fibrous and 
elastic tissues remain as in a normal virgin uterus. There has been 
a simple hypertrophy of the whole uterine wall. If these cases are 
taken in the early stages and curetted the majority are cured, but 
if left untreated for years, or if the endometrium again hypertro- 
phies after curetting, the mesometrium gradually hypertrophies, 
and curetting will now have no effect, and nothing but hysterectomy 
will cure the patient. The great majority of these patients have 
dysmenorrhoea and menorrhagia from puberty, which gradually 
increase in severity until, finally, hysterectomy has to be performed. 
This class of case is very common, but fortunately the great 
majority can be cured in the early stages by simpler methods, and 
so in comparatively few instances have we to resort to hysterectomy. 


Hemorrhage.—Two factors are operative in the production of 
hemorrhage ; usually these are found alone, but in some specimens 
they occur together, and it is then difficult to say which change or 
changes is responsible for the haemorrhage. 


Thickened Endometrium.—This seems to be the cause of the 
hemorrhage in many cases. In the hypertrophic class at any rate 
the only changes found are simply hypertrophy of the endometrium 
and mesometrium. That the thickened endometrium is the cause 
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of bleeding in many uteri is shown by the good results of curetting, 
but in these advanced hypertrophic uteri curetting is generally 
useless, so that, if the thick endometrium is the cause of the bleed- 
ing, the condition causing this hypertrophy of the endometrium is 
still present and causes hypertrophy of the new endometrium. That 
simple hypertrophy of the uterine wall should cause hemorrhage is 
difficult to believe ; the vessels are longer, but they curl between the 
muscle bundles and are not surrounded by an increased amount of 


fibrous or elastic tissue which would diminish the muscular control 
of the vessels. 


Elastic Tissue—I have pointed out above that an increased 
amount of elastic tissue around the blood-vessels is the chief change 
found in subinvoluted uteri, and that this causes hemorrhage by 
diminishing the contractile support of the muscular tissue surround- 
ing the vessels. Several uteri in this class have much thickened 
endometrium in addition to a large amount of elastic tissue, notably 
Nos. 16, 18, and 21, whose endometrium measured respectively 
mm., 7°95 mm., and 6mm. 

Thus we have two definite pathological subdivisions of chronic 
metritis, subinvolution and hypertrophy. ‘That other subdivisions 
will be proved to exist I do not doubt. It is quite possible that 
inflammation may cause this condition, though I have not been. 
able to find a specimen which definitely proves this. 

It is not sufficient to say that the symptoms followed an inflam- 
matory attack in the puerperium, and that the specimen shows a 
slightly increased percentage of fibrous tissue. In these specimens 
the chief increase in size consists of muscular tissue, and inflamma- 
tion has only produced the condition indirectly by inhibiting 
involution. Lately Beckwith Whitehouse has published some 
cases of chronic metritis which give a positive reaction to the 
Wassermann test, and concludes that in these cases the pathological 
changes were due to syphilis. It is possible that the syphilis 
occurred in patients already suffering from subinvolution, and, by 
causing peri- and end-arteritis, intensified the symptoms. Since 
reading his paper | have performed hysterectomy for chronic 
metritis on one patient who gave a very positive reaction to the 
Wassermann test. Her blood was examined by Dr. Renshaw, 
Clinical Pathologist to the Christie Hospital, who does a large 
number of these tests every week, and he tells me she gave a very 
strong reaction ; but, clinically, 1 should have said there was not the 
slightest chance of her having been infected. She was a better 
class working woman, without the slightest evidence in her history, 
or on examination, to show that she had been infected, and she had 
had four full-term healthy children and no miscarriages. This is a 
subject which requires further investigation. 
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CONCLUSIONS. 


(1) ‘‘ Chronic metritis’’ is a clinical term which is used to 
designate uteri which are regularly enlarged, firm, and cause 
hemorrhage, pain, or leucorrhoea. 

(2) There are at least two classes of chronic metritis : (a) chronic: 
subinvolution ; (b) hypertrophy. 

(3) These two classes can always be distinguished by the 
arrangement of the elastic tissue. 

(4) Nulliparous and parous uteri can always be distinguished 
by the arrangement of the elastic tissue. (a) In a nulliparous uterus 
the elastic tissue is confined chiefly to the internal elastic lamina of 
blood-vessels with only very thin fibrils in the media, adventitia, 
and between the muscle fasciculi of the mesometrium; (b) in a 
parous uterus some thick strands of elastic tissue can always be 
found surrounding some of the blood-vessels. 

(5) In the hypertrophic form of chronic metritis the arrangement 
of the elastic tissue is the same as in a virgin uterus. 

(6) In the subinvoluted form of chronic metritis large deposits 
of elastic tissue are found in the walls and around the blood-vessels. 

(7) The hypertrophic form is primarily due to a hypertrophy of 
the endometrium which stimulates uterine contraction, and in 
course of time produces a ‘‘ work-hypertrophy.”’ 

(8) The chronic subinvoluted form results after parturition 
when, from any cause, involution does not occur normally. 
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Migratory Adenomyomata of the Uterus. 


By ARCHIBALD LEITCH, 
Pathologist to the Cancer Hospital, London, 


ADENOMYOMATA of the uterus are not uncommon though they have 
only been recognized in this country for the last ten years. It is 
sometimes possible to diagnose the condition clinically, but 
generally they are indistinguishable from ordinary fibroids or cases 
of fibrosis uteri, even on macroscopic examination, and the true 
nature is only detected on histological examination. In_ the 
commonest, or diffuse, condition there is a general thickening of 
the uterine wall with no sharp demarcation of the endometrial layer. 
Microscopically we find gland tubules, for the most part embedded 
in a loose cellular matrix, surrounded by the fibromuscular tissue 
which has undergone hyperplasia, and in most cases it is easy to 
demonstrate the connection between these islets and the endome- 
trium. Generally the invasion of endometrium takes place over a 
wide area but sometimes the position of entry is more restricted and 
the connection between the two is difficult to establish. Of course 
a single deep prolongation of endometrium into the muscle, which 
is not uncommon (see fig. 1), is not sufficient to justify the name of 
adenomyoma, but such penetrations, both in the body and in the 
cervix, show us how these growths start and also demonstrate the 
liability of endometrial tubules to proliferate along chinks in the 
musculature. The outstanding feature of the adenomyoma is the 
infiltrative nature of the essential constituents, not a destructive 
infiltration or lymphatic permeation such as we get in carcinoma 
but a ‘‘ worming ”’ of endometrial tubules amongst the loose tissue 
between muscle bundles. The fibromyomatous constituents are 
probably due to the irritation produced by the infiltrating gland 
tubules, and this connective tissue reaction may be out of all 
proportion to the amount of glandular epithelium. The frequent 
formation of small cysts is probably due to the contraction of the 
connective tissue, and such contraction, as perhaps also the 
endeavours of the uterine muscle to expel the growth, would 
account for the separation of the tumour from its endometrial 
connection. We sometimes find intramural adenomyomata in 
which it is impossible to demonstrate any endometrial connection. 
They may be extruded into the uterine cavity, or they may 
become serous-covered pedunculated tumours when they reach a 
free surface. These we may call ‘‘ migratory adenomyomata.”’ 
Finally they may make their way into the broad ligaments or even 
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into the rectovaginal septum. All these tumours have a histo- 
logical similarity, and the recognition of the migratory characteristic 
will serve to account for the presence of adenomyomata outside and 
apparently unconnected with the uterus. I recently examined a 
specimen of an adenomyoma situated at the base of the right broad 
ligament which was still connected to the posterior wall of the 
uterus low down by a thin pedicle (fig.2). This connection might 
quite well have been missed, or it might have been broken off 
naturally in the course of time, as I believe often happens with 
these extramural adenomyomata, and the association with the 
uterus would have been lost. It is this want of demonstrable 
connection with the uterus that has kept alive the theory of origin 
from aberrant remains of the Millerian or Wolffian ducts. It 
would be idle to deny the occurrence of such embryonic rests, but 
that they have a greater liability to give rise to tumour formations 
than normally situated tissues, as Cohnheim held, is a hypothesis 
which is now discounted. The cells composing them manifestly 
age just the same as normal cells and the embryonic potentialities 
for growth depart with their youth. 

Adenomyoma—or adenomyositis, as some prefer to call it—of 
the rectovaginal septum has attracted some attention during the 
last six years. Cases of this very interesting condition have been 
reported by several gynecologists. One observer, Sitzenfrey, in 
1909, reported no less than four cases in his own experience occur- 
ring within quite a short space of time. When Dr. Cuthbert 
Lockyer called attention to such a case before this Society last year 
several other members recalled similar cases. Cullen has recently 
cited two cases where the condition was not so far advanced. Apart 
from the adenomyoma at the base of the broad ligament which | 
have mentioned I have had two cases of septal adenomyoma within 
a year. They are not therefore uncommon, and their clinical 
recognition is of much importance. All the authors hitherto have 
attributed their origin to Miillerian or Wolffian duct remnants, or 
to serous inclusions. The latter seems to be the favourite theory. 
Here the supposition is that the endothelial cells metamorphose 
into columnar epithelial cells, and not only so but they imitate the 
tubules of the endometrium in a most perfect way. In the two 
cases that I have seen the septal tumours became excessively 
painful during menstruation. It stands to reason that if we can 
imagine a metaplasia of endothelium into glandular epithelium we 
can persuade ourselves that the cellular stroma in which the tubules 
are sometimes imbedded, is, though histologically identical with 
the endometrial stroma, really a chronic inflammatory process. It 
is clear that the possible endometrial origin has not been rejected 
without a thought, for in those cases that were fairly carefully 
investigated the tubules were traceable into the rectal wall and also 
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Fig. Micro-photograph showing, in top left- 
hand corner, normal endometrium, and an endo- 
metrial tubule penetrating deep into the uterine wall. 


Fig. 2. Micro-photograph of section from an 
adenomyoma situated at the base of the left broad 
ligament, 


Fie. Micro-photograph of section across the left 
sacro-titerine Hgament in a case of adenomyoma of 
the recto-vaginal septum, 
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Fie. 4. Section of wall of sigmoid colon (internal 
half) in a case of infiltrating adenomyoma of the 
uterus. The section shows tubules in the cireular 
muscle coat surrounded by cytogenous stroma and 
also dilated tubules in the submucous laver. 
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into the uterus, but they were not found to join the endometrium, 
at least in the sections examined. It was certain they did not arise 
from the rectal epithelium: hence the suggested origin from 
‘‘ rests’? or from the peritoneum of Douglas’s pouch. In one of 
my cases the lower part of the uterus was very hard and thickened 
and there was a continuation of this hardness along the tissue of the 
left sacro-uterine ligament, but it stopped short of the rectal wall. 
The uterus and the backward prolongation were removed under the 
belief that the condition was a carcinoma of the endocervix infil- 
trating the sacro-uterine ligament. I do not think carcinoma of 
the uterus spreads in that direction, and before the specimen was 
cut I suggested adenomyoma. So it proved. The cervical endo- 
metrium had invaded the musculature of the cervix very deeply : 
right throughout it there were small tense cysts. Unfortunately a 
continuous section was not taken right into the sacro-uterine 
prolongation and so I cannot be quite certain of the continuity of 
the process, but a transverse section across the latter portion showed 
the typical appearance of adenomyoma (fig. 3) with tubules 
imbedded in cellular stroma. The other case showed actual 
invasion of the rectum. Here there were sections of gland tubules 
found in the submucosal layer of the rectum, in the mixed structure 
composed of rectal muscle and abundant fibrous tissue of the 
tumour proper, in the vagina beneath the epithelium, in the sub- . 
stance of the cervix, and scattered here and there right up to a 
much hypertrophied and cystic endometrium at the level of the 
internal os. To the naked eye it was evident that the cysts extended 
through three-quarters of the thickness of the wall. It is rather 
surprising to find that the tubules are exceedingly sparse, the bulk 
of the tumour in the septum being composed of dense fibrous tissue. 
In the attempt to trace the origin of the tubules it was found that 
they had wandered by a very devious route from the endometrium 
to the rectovaginal septum, and a single large section would 
probably have failed to show the connection between them. 

But the most interesting case, on which I rely to show both the 
infiltrating and migratory properties of adenomyoma of the uterus, 
occurred two years ago. The particulars of the case are as follows : 
The patient was a lady of 33 under the care of my colleague Mr. 
Cecil Rowntree. She complained of epigastric pain brought on 
by any slight exertion. She had long been of a very constipated 
habit and had been employing rectal irrigation for four months. 
The menstrual history was unimportant. She complained of pain 
in the back and had been losing flesh. Enemata were returned in 
two or three distinct portions. X-ray examination showed marked 
visceroptosis. Her symptoms were held to point to ptosis of the 
sigmoid colon, and in July 1912, laparotomy was performed under 
this diagnosis. Mr. Rowntree found a very long sigmoid loop 
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lying in Douglas’s pouch, the left ovary enlarged and prolapsed, 
and adhesions between the left broad ligament and the meso- 
sigmoid. The broad ligament was divided and the ovary removed. 
The sigmoid loop was pulled up out of the pouch of Douglas 
without difficulty. On replacing it there was noticed on its 
antimesenteric border a small puckered area, half an inch in 
diameter, at the midpoint (the most dependent part) of the loop. 
Underneath this area there was a very hard nodule in the bowel 
wall of the size of a Barcelona nut. It seemed from its appearance 
and the sensation it gave to the finger to be perfectly typical of 
carcinoma, and such was the opinion of Mr. W. Ernest Miles, who 
happened to be in the nursing home at the time. Inspection of the 
posterior wall of the uterus showed a localised thickening or placque 
of growth under the peritoneum at the junction of the cervix and 
corpus. On allowing the sigmoid to take up its previous position 
it was found that the two came into contact. The placque, flat, 
circular, hardly raised from the surface, a few millimetres in thick- 
ness, was considered to be an implantation of cancer from the 
sigmoid. Under such circumstances a radical operation had to be 
postponed until the patient’s relatives were informed. The uterine 
placque was removed, and when I examined it I found it to be an 
adenomyoma. Permission was given for a local resection of the 
sigmoid growth, but at the operation before proceeding with the 
resection Mr. Rowntree opened into the bowel beyond the margins 
of the growth and found that the epithelial layer was quite intact. 
A small portion of bowel was therefore removed and end-to-end 
anastomosis performed. The specimen showed a small puckered 
area on the serous surface with slight haemorrhage: cutting 
through this we found a white fibrous growth with rather indefinite 
margins apparently extending right up to the mucous layer but not 
involving it. On microscopic examination it is evident (fig. 4) 
that the outermost part is composed of fibrous tissue in 
which are found gland tubules surrounded for the most part by a 
small amount of cellular stroma. These tubules spread out into 
the muscular coat, which is much distorted: they reach right up 
to the submucous coat, and some sections show them actually in 
the mucous layer, from the tubules of which they can be distin- 
guished by the absence of goblet cells and mucinous material. The 
raggedness of the little puckered area on the serous coat and the 
presence of hemorrhagic areas in that situation show that it has 
lately been adherent to something else and that the adhesion has 
been broken. The sequence of events almost certainly is as 
follows: An adenomyoma having started from the endometrium 
migrated, or was extruded, through the wall posteriorly : owing to 
hemorrhage occurring during a menstrual period the serous 
surface was broken: the loaded and dependent sigmoid colon 
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became adherent to this: the glandular constituents infiltrated the 
wall of the sigmoid: the adhesion became attenuated by move- 
ments of the intestine and at operation the slender adhesion was 
broken leaving a discoid portion in the uterus and an abraded area 
in the colon. Supposing a greater length of time had elapsed the 
scar on the sigmoid might have healed over and the evidence of 
connection between the two would have been quite lost. As it is, 
it serves to show how the tumours infiltrate and migrate, and we 
need not invoke the theory of rest-cell origin to explain the occur- 
rence of such tumours in situations at a distance from the endome- 
trium. 
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A Case of Adenomyoma Uteri with Adenomyomata 
in Fallopian Tube and Sigmoid. 


By 
Wa. Govan, B.Sc., M.B., B.S., F.R.CS., 
Assistant Surgeon, Hosmtal for Women, Leeds. 
and 
Ciara Stewart, M.B., BS., 
Pathologist to Hospital for Women, Leeds, 


Mrs. C., aged 39, was seen by one of us (W, G.) in consultation 
with Dr, Stephenson, of Karlsheaton, on March 10, 1913. She 
complained of menorrhagia and pelvic pain. She had been married 
nine years, but had had no pregnancy. The menorrhagia had 
become gradually worse during the last five years. The pain had 
existed three years; it had been constant recently, with exacerbations 
at the menstrual periods. The bladder and rectum functionated 
normally, Examination showed the presence of an enlarged uterus 
with a hard, slightly-nodular projection on its posterior surface. 
The left appendages were felt to be thickened. A diagnosis of fibro- 
myoma was made, and operation advised. 

Mrs. C, was admitted to the Hospital for Women and Children at 
Leeds on March 12, and an operation was performed on March 15. 
Ether was the anesthetic employed. A 0°5 per cent. solution of 
novocain was infiltrated into all the tissues of the abdominal wall 
before they were divided. The patient was placed in the Trendelen- 
berg position and the abdomen opened by a left para-mesial incision. 
The intestines did not fall down from the pelvis immediately. A 
hand was passed into the pelvis and the intestines then easily and 
without any force being used fell away into the general peritoneal 
cavity. 

At this stage it was noticed that the sigmoid loop contained a 
nodule. This was about the size of a cherry, had caused puckering 
of the bowel-wall and was thought to be a carcinomatous stricture. 

Supravaginal hysterectomy was performed, the only part of the 
operation at all difficult being the removal of the left ovary and tube, 
which were firmly adherent to the first part of the rectum. Both 
ovaries were removed, as the sigmoid stricture was thought to be a 
carcinoma, and it is well recognized that the ovaries are a very 
common site of secondary deposits from any abdominal cancer. 
Then the sigmoid loop was removed with a wedge of mesentery and 
the ends joined “ end-to-end ” by simple suture. 
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Vig. 1. Sketch, natural size, of uterus and tube, 


with tumours. 
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Fig. 2. Adenomatous nodule in muscular wall of 


sigmoid colon. Low power, 


Fig. 3. Tumour in wall of Fallopian tube above 
the lumen. 
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After the operation the excised portion of bowel was laid open, 
when the nodule in its wall was seen to be covered by normal mucous 
membrane. As the condition seemed an unusual one, the specimens 
were sent to the pathologist for examination. 

The after-history was uneventful; the patient made a good 
recovery, and left the Hospital on March 31. 

The specimens as received from the surgeon consisted of a small 
piece of intestine and the uterus with adnexa. The intestinal portion 
consisted of 4 in. of large bowel, with an obvious constriction } in.— 
lin. long towards one end involving about half the circumference 
of the gut at its unattached margin. The constricted portion felt 
densely fibrous, but there were no adhesions and no evidence of 
inflammatory changes in the neighbourhood. On laying open the 
intestine the constriction seen externally was found to correspond 
with a fairly defined tumour-like thickening in the muscular coat of 
the bowel which had led to considerable bulging inwards of the 
mucous membrane. The latter was quite intact and presented a 
perfectly normal appearance. The uterus appeared at first sight 
simply to be the seat of a large, round fibroid, projecting under the 
peritoneum from the posterior and lower part. Another small 
cervical fibroid projected into the broad ligament on the left side. 
On mesial section, however, the posterior part of the fundus above 
the large fibroid was seen to be the seat of two more or less well- 
defined whorled tumours lying immediately beneath the peritoneal © 
coat, but not projecting from the surface. The larger of these 
contained a cystic cavity filled with dark-brown fluid, and close 
inspection revealed the presence in both nodules of several minute 
spaces. The left appendages were matted together by adhesions, the 
fimbriated extremity of the tube lost round the ovary. The proximal 
inch of the tube was acutely kinked, and distal to this presented 
the appearance of a small pyosalpinx. Transverse section through 
the middle of the tube showed a small localized mass above the 
lumen, in the centre of which a minute cavity could be defined. The 
ovary was thickened and showed several cysts and corpora lutea in 
different stages. The right tube was only removed for an inch from 
the uterus, and the ovary showed several small cysts and one fairly 
large corpus luteum. 

Histological examination of the intestine (Fig. 2) shows 
a normal mucosa and submucosa. In the deeper muscular 
layer is a localized nodule of what closely resembles corporeal 
endometrium. It measures }in. across, and for the most part is 
discrete and surrounded by longitudinal muscle bundles, but here 
and there the endometrium-like tissue is extending between the 
bundles, and several isolated gland acini are found through the 
longitudinal muscle layer and even encroaching on the circular 
muscle coat. The deep muscular layer of the gut is hypertrophied 
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and displaced inwards, pushing the submucosa and mucosa into the 
lumen of the bowel. 

Transverse section of the Fallopian tube shows an unusually 
convoluted mucosa. The stroma contains numerous plasma cells and 
lymphocytes, and the outer layers of the walls are more fibrous than 
usual, Separated from the lumen by a thick fibromuscular layer and 
just beneath the peritoneal coat is a discrete nodule of endometrium- 
like tissue with glands and stroma indistinguishable from those of 
the uterine mucosa. Running through the centre of this nodule is a 
narrow canal into which many of the glands open in typical cork- 
screw-like fashion; in fact, the whole appearance is that of a 
miniature uterine cavity with associated endometrial glands and 
stroma (Fig. 3). 

Microscopical examination of the two subserous nodules in the 
fundus uteri shows that these are rather ill-defined fibromyomata, 
and that both have islets of endometrium-like tissue irregularly 
scattered through them. At one or two points approaching the 
peritoneum the gland acini are dilated into small cysts. The 
peritoneal coat is intact, but shows well-marked fibrous thickening 
with many wide, thin-walled vessels. The endometrium of the 
uterus is thicker than usual, but there is no evidence of abnormal 
dipping down of the glands into the muscular coat, nor indeed have 
any glands been found in the broad muscular wall of the organ 
between the adenomyomatous nodules and endometrium. 

The general histological characters of the three nodules are 
similar, and bear the closest possible resemblance to normal uterine 
mucosa. The glands are lined by a single layer of columnar 
epithelium save in the case of the more cystic acini when it tends to 
become flattened. The stroma is of the usual primitive type consist- 
ing of abundant oval and spindle cells. Some of the more outlying 
acini show very little or no surrounding stroma as if they had pene- 
trated the muscle by themselves in the first instance to be followed 
later by the stroma. Some of the acini, specially those which are 
cystic, contain varying amounts of altered blood and epithelial cells. 

Apart from the much debated subject of the origin of the glands 
in adenomyoma uteri the chief interest in this case lies in the 
occurrence of three distinct nodules of similar structure at three 
points which are not adherent to one another. The possibilities seem 
to be (1) that they arose independently from rests; (2) that they are 
metastatic deposits; (3) that they have arisen from one another by 
contact; and this last seems to us to be the most likely. 

It is to be noted that the left appendages were definitely matted 
together and histologically were the seat of chronic inflammatory 
changes, and also that both the uterine and tubal tumours lay 
immediately heneath thickened and inflamed peritoneum. In spite 
of the absence of adhesions between the sigmoid, uterus and tube at 
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the time of operation it seems possible that they may have been 
adherent at a former period; it is certain they must frequently have 
been in contact. 

The case most like ours in the literature so far as we have been 
able to look it up was one referred to by Dr. Herbert Spencer at the 
Royal Society of Medicine, Obstetrical Section, in February 1913; 
there the sigmoid was adherent at two points with the uterus and at 
both there was adenomyomatous tissue in the intestinal wall. Dr. 
Spencer thought inflammation probably played a large part in the 
condition, and approved of the term adenomyositis. The association 
of inflammatory changes with these tumours is interesting, and from 
statistics of Cullen and others simple inflammatory lesions occur in 
a majority of the cases, while several reporters have noted the presence 
of chronic tuberculous tubes in adenomyoma of the uterus. We 
would suggest that the true significance of these associated inflamma- 
tory lesions has not yet been fully worked out. 

While we find no histological evidence of malignancy, and conse- 
quently no support for the theory that these three tumours have 
arisen by metastasis, we are bound to consider the invasion of three 
different organs by adenomyomatous tissue as evidence of some degree 
of local malignancy. 

Serial sections have not been made of the present specimen, but 
it has been shown by Cullen and others that such a procedure will 
often demonstrate the continuity of the glands of the tumour with 
those of the endometrium even after occasional sections have shown 
no relationship. In our specimen glands have actually penetrated 
discrete uterine myomata, and it is in such cases that it may be 
impossible to show any connection with the endometrial glands. If 
no connection could be traced we still feel prepared to support the 
Miillerian origin of the tumour on account of its very close histo- 
logical resemblance to the uterine mucous membrane. 

A point of great practical importance in this case is the close 
resemblance which the sigmoid tumour bore to the cicatrising 
annular carcinoma of the intestine or so-called “ string cancer,” and 
we would emphasize the desirability of a careful examination of the 
uterus and adnexa in all such cases, 
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The Future of Radiology in Gynzcological 
Practice. 


By Curusertr Lockyer, M.D., F.R.C.P., F.R.C.S. 


Tue object of this short communication is to draw attention to work 
which has recently been done, on the Continent more especially, in 
the treatment of diseases peculiar to women by radiotherapeutic 
means, and io endeavour to emphasize the fact that gynecologists 
in this country must make it their future business to possess a 
scientific knowledge of radiology such as their confréres across the 
Channel are rapidly acquiring. ‘ Wake up, England,” is a cry we 
have heard before, and it seems applicable to utter it again in 
connection with therapeutics. Fashions change in medicine as in 
other things, and there is a lot to be said for the cautious conservatism 
which is thought to be inborn in the British race, but this natural asset 
must be stripped of prejudice if we are not to find ourselves left behind 
in the present rate of progress. A survey of the German literature 
of the past year has convinced the writer that radiotherapy promises 
u great advance in the treatment of female ailments, and although 
there is every probability that at present it is appraised at its boom 
value, it behoves every thoughtful man studiously to watch the trend 
of events and cautiously to adapt his future line of treatment to what 
may prove to be a big advance in the evolution of the treatment 
of disease—in fact, a new medical environment. 


In searching for statistics of the results of treatment as applied 
to fibroid tumours, the writer was surprised to find that nearly every 
reference indexed as ‘““ Myome” during the past seventeen months in 
the Zentralblatt fiir d. g. Gynwkologie u. Geburts. related to radio- 
therapy. It would be impossible to give a full account of all the 


cases, for they make up 24 pages of notes, so that a few illustrations 
must suffice. 


1. Prochownick (Fortsch. a, d. Geburts. und Réntgenstrahl., 
Bd. 20, H. 3, 8. 316), 

Of 180 myomata, 45 were treated by x-rays according to the 
Hamburg technique. 

The climacteric was complete in 40. 

No recrudescence of the growth. 

Size diminishes quicker than after castration or after the 
natural menopause. 
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2. Ludwig, Mohr, of Hamburg (zbid., Bd. 20, H. 2, 8. 105). 

796 myomata: 127 still under treatment. 

669 myomata=56°2 per cent. “ cures,” i.e. amenorrhea or the 
desired oligomenorrhea with cessation of 
pain. 

=17 per cent. Improved, i.e. oligomenorrhea 
where amenorrhea was desired. 

Taking the results in relation to age: 

202 patients with myomata—— 
age J0—40=46'4 per cent, “ cures.” 
55 40—50=80 per cent. 
over 50=93°8 per cent. 


3. Haenisch, G. Fedor (‘Uber die Réntgenbehandlung.” Strahlen- 
therap, 2, 8. 249). 
31 cases of myomata and menorrhagia. 
24 * healed ” for }—3} years. 
Reduced in size or total disappearance, 
Hemorrhage completely staunched. 
(Treatment 50—60 X). 
4. Chéron, H. (Archiv mens, d’Obstet., 2, 8. 1—4). 
193 myomata treated by combined -rays and radium, 
No misfortune.” 
5. Haendley, Paul (Strahlentherap., 2, 8.227). 
80 myomata=68 amenorrhea. 
= 6 oligomenorrhea. 
= 6 no result. 
= Reduction in size in one-third of cases; size at 
at first varied from that of a fist up to that of 
a five months pregnancy, 
6. Runge, E. (15 Versam. d. dtsch. Gesell. fiir Geb., Halle, May 
1918). 
90 myomata. 
86 amenorrhea, 4 operated upon, 
40 per cent, shrinkage in size. 
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One might go on; for instance, Déderlein, at the meeting at Halle, 
May 1913, referred to Kroénig and Menge as having obtained 100 per 
cent. “cures” with the Krénig-Gauss intensive treatment up to 
3000 X as used in Freiburg; whilst Albers Schénberg speaks of 
75 per cent. as the result of the mild method up to 50 X adopted in 
Hamburg. 

Space will not permit to deal fully with the results of treatment 
by radium and mesothorium, but Gauss reports that of 30 cases of 
carcinoma uteri treated by mesothorium, 10 are “cured.” In this 
connection may be mentioned that the writer has seen a para- 
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vaginal recurrence, the size of a walnut, completely disappear after 
contact with a radium capsule for thirty hours (dose 100 milli- 
grammes), and in another case of carcinoma of the body in conjunc- 
tion with fibromyoma, there is marked shrinkage and cessation of foul 
discharge after 24 hours’ treatment with the same dose encapsuled 
in lead 2mm. thick. Taking the duration of treatment by meso- 
thorium in relation to age: to obtain complete amenorrhea in 
myomata and “ metropathic” cases, Gauss and Krinski give the 
following : — 

Average number of series 2°6 for amenorrhea in myomata and 
23 for metropathies (? metritis, etc.) : 

45—40 years=8 weeks’ treatment. 
41—50 years=7 weeks’ 
50 years=6 weeks’ 
Time: Myomata, 176°5 hours, 
Metropathies, 175°8 hours. 

A few words on radiotherapy in general and on the question of 
technique may not be mal 4 propos. 

The use of radio-activity in therapeutics is at present confined 
to Réntgen rays, radium, mesothorium and thorium X. The 
Réntgen rays, like those of radium, are a compound of rays of 
different penetration powers. Alpha, beta and gamma rays, together 
with secondary rays developed within the body itself, are referred to 
by radiologists. In Réntgen rays the alpha or soft rays predominate ; 
these have but little power of penetration, and therefore their action 
is confined to the body surface. The gamma rays penetrate much 
more deeply than the alpha and beta rays, and attempts are therefore 
made to employ the gamma rays to a greater extent than formerly. 
This has been made possible by the use of high vacuum tubes and 
thick metal filters and by reducing the focal distance of the x-ray tube 
from the body to between 15—20 cm. 

In the Freiburg Clinie Gauss employed an aluminium filter of 
3-4 mm. thickness, and increased the charge of the tube up to 5—10 
milliampéres and made it his object to apply large doses in as short 
a time as possible. For this purpose he made use of the French 
cross-fire system, and marked off a large number of special fields 
on the body of the patient, some thirty to fifty triangles of six sq. 
centimetres being mapped out in the abdomen and back. The z-rays 
are introduced through some of these fields, whilst the remaining areas 
are covered. Gauss found he could introduce a double or triple dose of 
filtered hard ultra-penetrating gamma rays without burning the skin. 

To measure the dose a photographic unit is taken; the unit 
adopted on the Continent is the X unit of Kienbéck, which is half 
the Holznecht unit or tint B. Sabouraud-Noiré, i.e. 10 X=5 H. 
Gauss has found it necessary in certain cases to use as high a dose 
as 3,000 X=1,500 H. to one patient in a series of radiations. 
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The necessary dose cannot be given in one series, because two 
menstrual periods intervene before the series of sittings are com- 
pleted, i.e. eight weeks or more are required for this purpose. 
Gauss estimates that for myoma cases the average time needed to 
produce amenorrhea and the disappearance or marked shrinkage of 
the tumour is about eight weeks, and that the total dose is 1,800 X. 

The therapeutic effect of all the tested radio-active bodies— 
z-rays, radium, mesothorium—seems to vary directly with the 
intensity of its application and inversely to the duration of time 
over which the application has been spread, so that in the words of 
Gauss, “ In the case of a large dose applied for a short time healing 
sets in quickly, whereas the same dose extended over a long period 
tends, on the contrary, to aggravate the symptoms of the disease.” 

It is sometimes preferable to combine the effects of a-rays with 
those of radium or mesothorium for myomata. The radio-activity 
of the two latter bodies is said to be similar in every important detail, 
but it differs from z-rays in that while the Réntgen rays are only 
projected forwards, the rays from radium and mesothorium are 
distributed in all directions, radium also gives off a proportionately 
large number of hard gamma rays, and therefore possesses much 
greater penetrating power than Réntgen rays. 

Dominici, by using strong metal filters, has succeeded in cutting 
off the soft alpha and beta rays, allowing thereby of the isolation of 
the gamma rays for therapeutic purposes. ‘The filter is composed of 
strong metal—lead; and the radium or mesothorium is introduced 
inside a capsule of this substance. The capsule is placed either 
in the vaginal vault or within the uterus itself. 

The question of safe dosage was the result of much experimenta- 
tion; it varies with the kind of filter or capsule which is used, and 
must therefore be determined for each capsule, especially since the 
radio-activity of different samples of radium and mesothorium is 
liable to great variations. Tests on plants and animals are accord- 
ingly made in order to obtain the measurement of activity of each 
tube, e.g. a mouse shut up in a lead box 4mm, thick was killed in 
24 hours. It has been found safe to use as much as 400 to 800 mg. 
of mesothorium over a period of from 70 to 200 hours (Gauss). The 
dose employed for myomata in the Freiburg Clinic is 50 mg. of 
mesothorium in a strong metal capsule. It is introduced into the 
uterus, cervix or vagina, and left until the mesothorium reaction is 
obtained, i.e. a blue colouring of the vaginal mucous membrane, 
and repeated at the end of three weeks. Gauss says: “ By the use of 
this method two or three sittings have sufficed to cure all cases up to 
the present; that is to say, they have brought about shrinkage or 
disappearance of the myomatous tumour and cessation of menstruation 
irrespective of the patient’s age, or of the size of the tumour, or of the 
degree of anemia.” In view of such success the use of z-rays is only 
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retained as a policy of economy. Mesothorium, being much cheaper 
to buy than radium, is much more frequently used; but its half-value 
time is only 5°5 years as compared with that of radium which is 
1750 years. As long as it lasts, however, its therapeutic value 
appears equal to that of radium. 

The manner in which the rays act when introduced into the body 
is a matter of debate; for example, do the hard gamma rays exert a 
therapeutic effect directly or do they generate secondary rays in the 
tissues which become the active agent, whilst the unaltered gamma rays 
have no value? Dogmatic statements have been made in support of 
each theory, and we must therefore conclude that this point remains 
unsettled. 


(1) Ovaries. 

Claude Regaud and Ant. Lacassagne, by experiments on rabbits, 
found that the radio-sensibility begins with the growth of the follicles 
and reaches its maximum with full follicular maturity. After 
rupture, ¢.e. during the development of the corpus luteum, radio- 
sensibility decreases rapidly, and old follicles are completely un- 
altered. 

Gauss and Krinski have noted the follicles to be markedly affected 
by mesothorium and Thor, X, and are not decided whether this is the 
result of the biological action of the rays or due to indirect chemical 
changes in the cells. 

Albers Schénberg mentions experiments on animals which prove 
a decrease in number and disappearance of follicles—degeneration of 
primordial follicles, and states that the same has been observed in 
human ovaries. He regards the reduction in size of a growth as 
primarily due to ovarian sclerosis, but also to the effect of the x-rays 
on the tumour cells. 

Alexander Lorey says there are changes in the follicle epithelium 
and in ova, even to complete destruction later on; the same occurs 
in the stroma, the ovaries diminish in size and are rendered function- 
less. 

Calatayud refers to atrophy of the ovaries together with shrinkage 
of the tumour, and says the blood supply to the tumour and uterus is 
diminished as a result of loss of ovarian function. 

Fedor Haenisch attributes the results of the rays to injury to the 
ovaries and also to direct action on the tumour. 

P. Meyer is of the same opinion, saying that 2-rays act indirectly 
on myoma via the ovaries, and also have a simultaneous action on 
the tumour. 

Cl. Regaud, mentioned above, describes the results of experiments 
on seven guinea-pigs and three bitches. Of the seven guinea-pigs 
three were proved fertile after 6, 9 and 10 months’ treatment by rays. 
Four remained sterile; the ovaries of the sterile pigs were examined 
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15—20 months later, and were found to contain only a few abnormal 
follicles. The ovaries of bitches lie deeper and are more mobile, 
hence difficult to localize; so that, in spite of using rays so strong 
that the three bitches died of bowel injuries, the ovaries still con- 
tained innumerable living follicles, though some were destroyed. 
Regaud adds that in the human subject the ovaries are mobile and 
still deeper, so that it is impossible to sterilize them with rays 
directed only from before back. The published cases of “ Réntgen 
sterility ” are, in his opinion, cases where the ovaries were sterile to 
start with or are so as a coincidence. (The radiologists who use cross- 
fire will have a ready reply to this view.) 


(2) The Tumour and other tissues. 

Calatayud says the rays have a direct influence on the tumour in 
the shape of nuclear necrosis. The uterine mucosa becomes sclerotic 
and the endothelium of the vessels atrophic. 

Haenisch speaks of a direct action on myomata, but places this 
quite secondary to the action on the ovaries. 

Krénig and Gauss report that the shrinkage of a myoma in size 
does not occur with radium and mesothorium as it does with «x-rays, 
and therefore for large myomata the latter are preferable. “Radium 
probably acts on the uterine mucosa and on the ovaries, and its action 
is principally hemostatic.” 

Albers Schénberg acknowledges the direct action of rays on the 
tumour cells. 

Lars Edling regards the cessation of hemorrhage with the appli- 
cation of radium as due to mucosal changes, and the shrinkage in size 
as due to the disappearance of edema and not to degeneration of 
muscle cells in the tumour. 

Jenkins states that a direct influence on the uterine wall or 
myoma, such as probably takes place with 2-rays, has not been proved 
for mesothorium, so that when he wishes to influence the activity 
of the ovaries by mesothorium he prefers to place the tube in the 
vaginal vault. 

Adler, of Vienna, states that mesothorium causes necrosis of 
tumours, and he has found vacuolation of protoplasm, syncytial 
fusion of cells, disappearance of nuclei and very irregular nuclei 
rich in chromatin. Also thickening of vessel walls, and wandering 
of eosinophile leucocytes, and the formation of granulation tissue in 
cancers. 

Aschoff found extensive cell destruction, especially in the spleen 
of a mouse which was killed in 24 hours by placing the animal in a 
leaden box 4mm. thick, outside which was placed 800 mg. meso- 
thorium. 

Chilaiditi finds that the (therapeutic) energy of the x-rays varies 
with the thickness of the abdominal walls, the mobility of the skin, 
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the size of the abdomen, the size of the tumour, and the age of the 
patient. 

Krénig and Gauss draw attention to the special behaviour of 
radium and mesothorium, and they say great caution is necessary, 
since there is a great variability in the activity of different samples 
of these bodies, and they have also noted that different patients react 
in different ways to one and the same “stream.” The rapidity of 
the action of radium as compared with that of x-ray is commented 
upon. They have found that with radium the effect shows itself 
sometimes after the first dose, whereas with z-rays six doses or more 
are necessary to produce the same result. They speak very favour- 
ably of the combined use of radium and «-rays. 


A few remarks upon technique in general will serve to bring out a 
point to which I am anxious to draw the attention of gynecologists. 
To take the z-rays first, as already mentioned, the Continental 
workers have been busy in an attempt to establish a unit of dosage, 
and seem satisfied with the X unit of Kienbéck, and I must assume 
for my purpose that this unit of measurement is satisfactory 
(although in London I have heard its value as a photographic estima- 
tion described as useless); that is to say, I must take it for granted 
that the Continental radiologists can measure with some degree of 
accuracy the intensity of the rays they are passing into the tissues 
over a given length of time. On this assumption the first thing that 
calls for attention is the extraordinary wide differences of opinion 
which exist among radiologists as to the necessary dose which should 
be employed to secure a given therapeutic effect, let us say the 
reduction or cessation of the menstrual flow and the shrinkage of a 
fibroid tumour. Each operator, to start with, was a law unto himself 
until in a recent attempt to evolve order out of chaos, we find two 
distinct schools of radiology in Germany at the present time. This 
became very patent to readers of Teutonic literature as soon as the 
transactions of the Gynecological Congress in Halle were published 
last year. 

The older school may be termed the Hamburg school, and is 
ranged around the technique of Albers Schénberg; the younger is the 
Freiburg school, and is represented by its original exponents Krénig 
and Gauss. In municipal electioneering language, the older school 
may be termed the “ Moderates,” and the younger “ Progressives ”’ ; 
but better perhaps the Intensive school; between these two—the 
mild and the intensive—there is every grade of opinion represented, so 
that any attempt to harmonise the dosage of the various workers in 
radiology is most perplexing and bewildering; any attempt to find 
uniformity is disappointing until we come to results; and then the 
most startling successes are recorded, variations in technique notwith- 
standing. 
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Kirstein in his book (Die Radiotherapie in Gynikologie, Berlin, 
Springer, 1913) draws attention to the variability of technique. He 
refers to Runge’s technique as being midway between that of Albers 
Schénberg and that of Krénig-Gauss; whilst his (Kirstein’s) method 
lies between Albers Schénberg and Runge. Then Friinkel, Kelen, 
Heinemann are mentioned as having their own individual technique, 
and examples might be multiplied, the workers describing their 
technique in fractions of the Hamburg or Freiburg schools. The 
point I now arrive at is this: The Continental radiologists do claim 
to measure their dose, and a gynecologist has some idea of what is 
taking place when he requests that a certain case be treated in a 
certain way; in fact, he can be consulted as to the total dose, the 
number and direction of the fields, the kind of filter, and so on. 
And, since there is reason to believe that radiotherapy has come tostay, 
it is the duty of gynecologists towards their patients to make them- 
selves sufficiently acquainted with radiology to enable them to prescribe 
in radiological doses. The gynecologist who wants his patients to take 
an aperient does not send her to a chemist with the simple wish 
expressed in words; on the contrary, he orders special doses of certain 
drugs, not leaving it to the fancy of the druggist whether to give a 
senna pod or croton oil. In a somewhat analogous way the gyne- 
cologist ought at least to know what is happening when he sends a 
patient to a colleague who is a radiologist with (as happens now) ~ 
carte blanche to “ give x-rays.” He should have enough knowledge 
to enable him to make up his mind whether he wants intensive 
moderate or. mild applications. He should settle the question of 
simple or cross-fire. He should be able to give advice (in the case 
of anatomical displacement of ovaries by tumours) as to the correct 
location of those organs. He should watch the clinical effects of the 
treatment he has ordered in conjunction with his colleague the 
radiologist. He should remember that the case is gynecological 
still, and requires his special knowledge; his relation to the radiologist 
is that of the physician to the surgeon; the radiologist is acquiescing 
in the carrying out of the physician’s wishes for the time being. 
Writing as a gynecologist to gynecologists, let me express the 
opinion that we, as a body, must make it our business to acquire a 
scientific knowledge of radiotherapy; there.should be no question of 
rivalry between these two special branches of the “ Art of Healing.” 
At present the gynecologist is alone capable of expressing judgment 
on the indications for radiotherapy, and the radiologist is alone 
capable of carrying out the technique, and the best interests of the 
patient are only attained by the two specialties—gynecology and 
radiology—working in unison. 

These views, briefly expressed, are the outcome of a belief in the 
value of radio-activity in therapeutics. The life history of the 
gynecologist is very interesting. He has proved himself a very 
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adaptable person. Starting asa physician, he acquired the skill of a 
surgeon as soon as surgical intervention was required of him for the 
proper fulfilment of his duties; now another effort is necessary on his 
part, and in order to keep pace with the evolution of medicine he 
must betake himself to the study of radiology. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class.) 


Accidental Hzemorrhage with Free Blood in the 
Abdominal Cavity. 


By Wm. Fiercuer Suaw, M.D., Manchester 


AccipENTAL hemorrhage is one of the, if not the, most fatal 
complications of pregnancy, and its treatment by any of the usual 
methods most unsatisfactory. Often, after the birth of the child no 
treatment will cause uterine contraction and the patient dies of post 
partum hemorrhage. For this reason many obstetricians now 
advocate Cesarean section followed by hysterectomy, but the great 
difficulty is to be sure that we are dealing with a uterus which has 
lost its power of contraction, and to make up our minds sufficiently 
early to operate before the patient has lost too much blood. 

In the January 1914 number of the Journ. of Obst. and Gynecol. 
of the British Empire Clifford reported a case, unique so far as I 
know, of accidental hemorrhage with free blood in the abdominal 
cavity, which is an additional incentive to open the abdomen in this 
class of case, and to-day I report a similar case. 

This patient was admitted to St. Mary’s Hospital, Manchester, 
on April 22, 1914, almost nine months pregnant, with the history of 
accidental hemorrhage and with the vagina plugged with gauze. 
She was 40 years of age, had had 12 previous pregnancies, and the 
urine was loaded with albumen. The gauze was removed, the 
membranes artificially ruptured and a tight abdominal binder 
applied. Labour pains soon commenced, and the patient was 
delivered of a dead male child three hours after admission. 

After the birth of the placenta several large clots of blood were 
passed followed by free hemorrhage. A hot intrauterine douche, 
ergot and pituitary extract, were administered and arrested the 
large flow of blood; later a pint of saline was given under the 
breasts as the patient was collapsed and the pulse 120 per minute and 
weak. From this time there was a slight persistent trickle of blood, 
and, three hours after delivery, the R.O.S. again gave a hot intra- 
uterine douche, packed the uterus with gauze and injected another dose 
of pituitary extract. The trickle of blood still persisted and the 
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patient’s pulse became running and uncountable. I was sent for 
four hours later, seven hours after delivery, and found the patient 
very collapsed, pulse uncountable and flickering, and a persistent 
trickle of blood from the vagina. I gave another hot intrauterine 
douche, but this had no effect on the hemorrhage, though the uterus 
seemed well contracted and there was nothing retained in the uterus. 
The cervix was not lacerated, and from the whole of its internal 
surface, so far as it could be seen, blood was oozing; presumably this 
was happening all over the uterine cavity. 

I had the patient taken to the theatre and opened the abdomen, 
in which I found about half-a-pint of free unclotted blood. The 
back of the uterus had several slight abrasions on it, just extending 
through the peritoneum, from which I presume the hemorrhage had 
come. Both broad ligaments were much swollen and almost black in 
colour from large hematomata, the one on the right side being the 
most extensive, the extravasation of blood having extended on to the 
pelvic wall almost up to the caecum. 

I did a panhysterectomy, closed the opening in the vagina and 
covered it with peritoneum; on the right side I had great difficulty 
with hemorrhage from some ruptured small vessels deep in the pelvic 
tissues. I had to insert several ligatures round the loose tissue, and, 
when I was finishing the operation, thought that they were perilously 
close to the ureter. The patient’s general condition, however, was so 
serious that every minute was precious if we were to get her off the 
table alive. I considered the patient ran less risk with a ureter tied 
than to take up more time in undoing ligatures and again searching 
for bleeding vessels in this disorganized tissue. 

After the operation the patient was kept in the theatre in the 
Trendelenberg posture and intravenous saline continued until she 
had received three pints. 

The patient picked up wonderfully, but only passed 9 oz. of urine 
in the first 24 hours, though the amount of albumen diminished. 
In the next 14 hours she passed 2002. of urine, and after this a 
normal quantity each day; the albumen completely cleared up in 
four days, so my fears for the ureter were allayed. 

Three days after the operation diarrhea commenced, very 
offensive watery material containing undigested milk. This 
diarrhea continued in spite of all treatment until death took place 
from exhaustion three days later; that is, six days after the operation. 
During the whole of this time the patient was bright, had no head- 
aches or visual disturbances, passed normal quantity of urine with 
a gradually diminishing amount of albumen and quite free the last 
two days. The temperature was intermittent up to 100°, and once, 
on the fifth day, 101°4°; the pulse varied from 100 to 140, but there 
was never any rigidity of the abdomen. 

At the post mortem there was a slight amount of clear, non-smelly 
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fluid in the peritoneal cavity; the intestines were much distended, 
not injected, and contained very foul, thin, watery, yellow material. 
The right ureter was caught in a ligature and was distended, also the 
hilum of the kidney. Both kidneys were apparently healthy, both 
on macroscopic and microscopic examination. The abdominal and 
pelvic wounds were quite healthy. The lungs were very edematous, 
but there was no consolidation ; the heart was normal. We were not 
allowed to examine the brain, 

The uterus removed by panhysterectomy is of a deep red colour, 
almost black all over, except for a V-shaped area on the anterior and 
posterior walls, this discolouration and that of the broad ligaments 
being due to extravasated blood. On the posterior surface are several 
cracks, not extending much deeper than through the peritoneal coat. 
On bisecting the organ several dark red patches of extravasated blood 
are seen in its walls, and microscopical sections confirm the presence 
of free blood in the tissues. The wall contains a large quantity of 
fibrous tissue, but there is little increase in the amount of elastic 
tissue. 

Couvelaire considers extravasated blood in the uterine wall a 
constant feature in accidental hemorrhage. I have recently 
examined five uteri removed for accidental hemorrhage: two of Dr. 
Clifford’s, one from Dr. Phillips, one post mortem specimen and my 
own. All contained a large amount of fibrous tissue and only two. 
an increased quantity of elastic tissue. Four of the five contained 
areas of extravasated blood so that, though this feature is not constant 
it does appear to occur in the majority of cases. But hemorrhage 
into the wall is unlikely to produce accidental haemorrhage. It seems 
much more likely that both are produced by one common condition 
and that is either general bad health of the patient or a toxemia. An 
almost constant clinical feature, pointing to a toxemia, is the 
presence of albuminuria, which is functional in origin as it generally 
quickly clears up after delivery. One of Dr. Clifford’s cases was 
interesting in that it contained large areas of edema throughout the 
uterine wall. 

The origin of the intra-abdominal hemorrhage and broad liga- 
ment hematomata was probably traumatic, due to bimanual com- 
pression of the uterus at the time the hot intrauterine douche was 
given. This compression was never very severe and would not have 
affected a healthy uterus, but in these cases the tissues are apparently 
very friable, probably from the toxemia, and pressure, which would 
not injure a normal uterus, is sufficient to rupture the tissues in these 
uteri. 
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An Unusual Complication of a Fibroid Tumour in 
a Pregnant Uterus.* 


By Epncar Rem, 
Hon. Gynecologist to the Swansea Hospital, 


On 10 March I was asked to see Mrs. H. in consultation with Mr. 
Alban Evans. She had a painful swelling in the pelvic region, and 
she thought she might be pregnant. 

She gave the following history: She is 87, has had three 
children, the youngest five years old. Since then her periods have 
been regular coming every three weeks or so, and lasting for four 
or five days. Her last period occurred in the middle of January, 
so there is about eight weeks amenorrhea. Six days previously, 
while helping to put down a carpet, she felt a sudden pain to the right 
of the pelvis; it was not very severe, but she had to rest awhile. 
Next day she still had pains, but she was able to take an active part 
in a whist drive and dance. The following day—that is, three days 
before I saw her, the pains were worse, and she sent for her doctor. 
The pains increased in severity in spite of rest and palliative treat- 
ment, vomiting and inability to sleep added to her distress, and her 
condition was fast becoming somewhat alarming. 

On Examination. She looks very ill, lips are blanched, 
expression anxious, pulse 100, temperature 99°. ‘There is a 
swelling filling the right fossa and extending up to the level of the 
umbilicus; it is intensely painful to touch, of firm elastic consistence, 
dull to percussion, and gives no fluctuation. There is pronounced 
boarding of the muscles over the tumour, and boarding of a lesser 
degree over the whole abdomen. 

Qn vaginal examination the cervix is soft, and can be moved 
freely and without pain, the movements do not appear to be com- 
municated to the tumour. The body of the uterus cannot be felt 
bimanually, but apparently lies behind the painful swelling. There 
is no bulging of either fornix and no hemorrhage from the uterus. 

The diagnosis arrived at was that she was two months pregnant, 
and that she had an ovarian cyst with torsion of its pedicle. A 
gravid tube ruptured into the right broad ligament was thought 
improbable, because of the absence of uterine hemorrhage. 

I operated on the following morning (that is, seven days after 
the first onset of her pain) On opening the peritoneal 


*Paper read before the Swansea Division of the British Medical Association 
April 2, 1914. 
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cavity 4 to 5 ounces of dark venous blood gushed out, and there 
were extensive but recent adhesions of parietal peritoneum, omentum 
and small gut around the tumour, On separating these we found 
a soft fibroid tumour about the size of a foetal head at full term, 
partially extruded from the uterine wall to the right of the fundus. 
The rent in the uterus was fully 5 inches long, the edges of the tear 
were ragged, and there was slight venous bleeding. The fibroid had 
burst through its capsule, and at least half of it lay external to 
the uterine wall. The body of the uterus was enlarged and sug- 
gested a pregnancy of two or three months’ duration. The tumour 
was easily shelled out, and the bleeding stopped by deep chromic 
gut sutures inserted to close the rent in the uterus, The abdomen 
was closed without drainage. On examination after removal the 
fibroid gave the appearance of being in an early stage of red de- 
generation. The pain entirely ceased after the operation, and the 
patient made an excellent and rapid recovery. 

[So far (3 June) the pregnancy is pursuing a normal course, and 
her condition is quite satisfactory.] 

Reviewing the case, it seems that she had an intramural fibroid 
which lay near to the peritoneal surface of the uterus, and that the 
tumour under the stimulus of pregnancy increased in size so rapidly 
that the uterine wall failed to keep pace, and eventually gave way 
under the rapidly increasing pressure. 

It is extraordinary that the contents of the gravid uterus should 
have held their ground and resisted the urgent call of this tumour 
for more “ elbow room,” and it is instructive to know that the woman 
was able to get about her ordinary duties and even to dance during 
the time that this critical state of affairs was going on in her 
abdomen. 
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A Case of Superficial Atresia of the Vulva in a 
Patient Aged Twenty-two. 


By Joun Bensamin Heimer, M.D., 


Professor of Obstetrics, University of Leeds; Honorary Obstatric 
Physician, Leeds General Infirmary. 


A.B., an unmarried woman, of 22, was admitted into the Leeds 
Infirmary on April 6, 1914, for difficulty in passing water due to 
atresia of the vulva. She was a healthy, well-developed woman in 
most respects, and until quite recently neither she nor her mother 
had been aware that she was abnormal in any respect. She could 
give no history of local disease. She began to menstruate at 16, 
and has always menstruated regularly for seven days each month 
without pain and without passing any clots. Two years ago she 
began to notice that it took her a long time to micturate. During the 
last three months this difficulty has increased, and lately she told her 
mother for the first time, who at once sought medical advice. She 
was admitted to this Hospital under the care of Sir Berkeley 
Moynihan, who kindly transferred her to my care. 

On local examination the vulva was found to be almost completely 
occluded by adhesion of the labia, save only that there was a small 
central aperture about two millimetres in diameter through which 
urine passed and also the menses at the periods. The clitoris was 
well developed with a normal prepuce, but there was no opening at 
the upper end of the vulva, and it was only at the aperture mentioned 
that a probe could be inserted. When she micturated the urine filled 
the vagina and distended the vulva and then drained slowly away. 

On rectal examination the uterus was normal. There was occa- 
sionally a little leucorrheal discharge from the aperture, but the 
urine was healthy, and there was no erythema of the parts. 

On April 25 the patient was anesthetized and the photograph 
taken which is here reproduced. It was very easy to pass a director 
through the vulval opening and separate the labia with a knife. The 
raw edges were then stitched over with catgut. The vulva within 
was quite normal, so were the bladder and urethra. The hymen was 
found to be widely patent, and the vagina was dilated also. The 
second photograph, taken at the close of the operation, shows the 
patent vagina. She made a perfect recovery and was much relieved 
by the facility with which she passed urine. 

Superficial atresia of the vulva is not very common, but is seen 
from time to time in little girls. Usually the adhesions are easily broken 
down with a probe. It is, however, remarkable to see the condition 
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in one so old, and it is also singular that a girl should reach the 
age of 22 without recognizing the fact that she differed from other 
women. How far the condition was congenital or how far it was 
acquired I cannot learn. She and her mother simply do not know. 

It would be a good thing if all girls were examined in infancy to 
see that the vulva is normal, that the hymen is pervious, and that the 
prepuce is not adherent to the clitoris. I believe that local irritation 
and even incontinence of urine in children may be due to adherent 
prepuce with some retention of smegma. A simple routine examina- 
tion might thus save much trouble afterwards. 


DEscriIPTion oF ILLUSTRATIONS, 


Fig. 1. Shows complete occlusion of the vulva except at one small 
central aperture which is marked in the photograph by a fragment 
of catgut. The clitoris is normal. The meatus urinarius cannot be 
seen. 

Fig. 2. Photograph of same case immediately after operation. 
The vulva is retracted to show the widely patent hymen and vagina. 
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A Case of Grape-like Sarcoma of the Cervix Uteri. 


By Joun Bensamin M.D., 


Professor of Obstetrics in the University of Leeds; Honorary 
Obstetric Physician to the Leeds Infirmary, 


Tue following is a report of a well-marked case of a very rare 
condition. The patient was sent to me by Dr. Lyth, of Heworth, near 
York :— 

Mrs. KE, M., aged 34, ii-para, was admitted to the Leeds General 
Infirmary, on September 25, 1913, with a large polypoid mass pro- 
jecting from the vulva. She stated that after a healthy childhood 
she began to menstruate at 13, and was always regular every 28 days 
without pain or excess. Married at 23, she had a still-born child 
at 26, and a full-term living child at 28. The labour was without 
any complications, but she has never been quite well since, suffering 
from pain in her side and occasional attacks of fainting, but not from 
leucorrhaa. ‘Two years ago she had the first symptoms of her present 
malady, viz., a red-coloured vaginal discharge which was sometimes 
offensive. After four or five months she passed a mass of tissue which 
she describes as being as large as a bullock’s kidney. This was 
passed without pain or hemorrhage. A short time afterwards the 
discharge began again, and about a year ago she passed a mass, a 
little smaller than the first, looking “like a bunch of grapes.” Two 
months ago, that is about July 1913, the present mass began to 
protrude. Shortly before admission she consulted a medical man, 
which she had not done before during this illness. He sent her 
without delay to this Infirmary. 

On admission she was pale and anemic, but not cachectic or 
emaciated. Her thoracic and abdominal organs were healthy, and 
there was no albuminuria. Projecting from the vulva was a large 
polypoid mass, necrotic on the surface and covered with fetid sanious 
discharge, and it showed on the surface a grape-like appearance as 
seen in the drawing. It was as large as a foetal head when she was 
admitted, the “grapes” being tense and full. After 24 hours’ 
recumbency it was smaller and the grape-like masses were flaccid. 
The mass sprang from the posterior lip of the cervix by a fairly 
narrow pedicle. The uterus was quite mobile and somewhat pro- 
lapsed and could be drawn down to the vulva till almost all the 
growth was outside. The sound passed into the uterus about 4 inches. 
The broad ligaments did not appear to be thickened. 

On September 27 the patient was anesthetized and the uterus 
drawn down by the anterior lip. By cutting through the posterior 
cervical wall the whole growth was easily removed. The firm stump 
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of tissue was then cauterized and the vagina thoroughly disinfected. 
Vaginal hysterectomy was then performed. It was a very easy 
operation, the appendages being also removed. The parametrium 
seemed to be free from infiltration. She made a quick and un- 
complicated recovery. 


Rerorr py Dr. M. J. Srewart, 
To THE Leeps GENERAL INFIRMARY. 


The tumour arises by a fairly narrow pedicle from the posterior 
lip of the cervix uteri and projects downwards and slightly back- 
wards. Its surface is in large part covered by a series of grape-like 
processes which arise by narrow stalks and have swollen, bulbous 
extremities. They are most numerous on the inferior aspect of the 
growth, and in this situation especially they present a translucent 
and almost vesicular appearance, suggestive of marked cdema or 
advanced myxomatous degeneration. On the postero-superior aspect, 
the grape-like processes are absent, and the tumour, which has 
here a bossy surface, is of much firmer consistence. That part of 
the growth which protruded at the vulva, viz., the antero-inferior 
aspect, is dark, necrotic and blood-stained at the surface. On mesial 
section, the tumour is found to be solid throughout, but of varying 
consistence. An area in the centre, measuring about 2cm. in 
diameter, and a peripheral zone about lem. broad, are soft and 
almost gelatinous in consistence, and somewhat brownish in colour, 
while the intervening portion, which constitutes the bulk of the 
tumour, is dense, white and elastic. 

The measurements of the uterus and tumour, after fixation in 
formalin, are as follow:—Total length of uterus, 11 em.; thickness 
of body of uterus, 4°5 cm.; breadth of uterus, 6 cm.; greatest diameter 
of tumour (longitudinal), 9°5 cm.; breadth, 9 cm.; thickness, 7 em. 

Microscopic characters. The microscopic structure of the grape- 
like processes is, for the most part, that of myxosarcoma, but scattered 
throughout the tumour there are smaller, more solid, areas of oval 
and spindle cells, purely sarcomatous islets, that is, without any 
myxomatous elements. These are nearly always arranged in close 
relationship to the blood-vessels of the growth, and the myxomatous 
change is undoubtedly most marked in the regions furthest from the 
blood supply. A curious feature is the presence within the tumour 
of a few isolated glandular acini, lined by a single layer of columnar 
epithelium, and closely resembling the normal glands of the cervical 
endometrium. They do not appear to be blastomatous in nature, 
and suggest rather an inclusion by the sarcomatous growth of a few 
of the normal glands of the cervix. This view is borne out by their 
absence from the deeper parts of the tumour and also by the fact that 
in one situation they can be seen extending upwards from the surface 
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in the form of long-drawn-out branching channels, each with a 
complete lining of columnar epithelium. The latter has evidently 
proliferated actively to keep pace with the growth of the tumour, 
inasmuch as the cells themselves show no sign of stretching, but the 
process certainly cannot be regarded as neoplastic. 

The grape-like processes are covered superficially by a thin layer 
of squamous epithelium, except where ulceration has occurred, where 
it is replaced by a zone of granulation tissue with a narrow necrotic 
layer on the surface. Some of the botryoidal masses are the seat of 
extensive telangiectasis, in appearance closely resembling a cavernous 
angioma of the liver, while a certain amount of lymphangiectasis is 
also present. The soft myxomatous area in the centre of the growth 
has a similar structure to the superficial parts, but the intervening 
solid portion consists largely of the ordinary unstriped muscle and 
fibrous tissue of the cervix more or less infiltrated by sarcoma. The 
cervix above the pedicle of the growth shows no microscopic evidence 
of sarcomatous invasion, and is indeed normal in appearance except 
that some of the glands are cystic. 

It is not my intention to embark on a discussion as to whether the 
change in the growth is really myxomatous or whether it is to be 
regarded as cdematous merely. In this case the microscopic 
characters of the tumour are, in my opinion, those of a myxosarcoma, 
but in some of the botryoidal masses, as already mentioned, a certain 
number of lymphangiectatic spaces are present. 

May 20, 1914. This case has been recently examined. The 
growth is recurring in the scar and cellular tissue of the pelvic floor, 
and further operation does not seem possible. 

Almost every case on record has shown this tendency to early 
recurrence. 

Dr. Lyth reports that the patient died June 30, 1914. The growth 
formed a very large rapidly growing abdominal tumour. Ten weeks 
before death she had a severe attack of intraperitoneal hemorrhage. 
Eventually she died without any special complications, or signs of 
secondary deposit, from pure cachexia, 
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REVIEWS OF CURRENT LITERATURE. 


Unper Cuarce or Earpiey M.D. 


Surgery, Gynzcology and Obstetrics. 
April, 1914. Vol xvii. 
. *Urinary incontinence in women without manifest injury to the bladder. 
Howarb KELLY and WILLIAM DuMM. 

. *Fibroid tumours of the ovary. WILLIAM FULLERTON. 

Ascending infection of the kidneys. J. E. Sweet and F. L. STEWART. 

4. The pathogenesis and treatment of hernize of the linea alba. ALEXIS 
MOscHOWITZ. 

5. Uterine endoscopy ; an aid to precision in the diagnosis of intra-uterine 
disease. ALFRED HEINEBERG. 

6. Massive X-raying in gynecology. HENRY SCHMITZ. 

Urinary incontinence in women without manifest injury to the bladder. 
Incontinence of urine without manifest injury to the bladder is a disease of 
middle life which, although most common in multipara, is not infrequent 
in nulliparee. It begins as a slight leakage which, gradually growing 
worse, leads to complete incontinence. 

A large number of operations have been invented for the relief of this 
distressing condition but none are satisfactory. ‘The authors have devised 
the following operation which has given good results in their hands. 

A Pezzer catheter is introduced into the bladder. The vaginal wall is 
incised in the middle line down to the urethra and bladder for a distance 
of 3.5 to 5.0 cm. in such a way that the neck of the bladder lies at about 
the middle of the incision. The point is easily determined by moving the 
catheter and feeling its head which is pressed closely against the urethra. 
The vaginal wall is dissected away from the neck of the bladder for a 
distance of about 3.0 cm. Great care must be taken not to open either the 
bladder or urethra. ‘Two or three superimposed mattress sutures of fine 
silk or thread are next inserted at the vesical neck in order to bring together 
the torn or relaxed tissues at this situation. The mushroom catheter is 
then removed. The redundant vaginal walls are then resected and the 
remaining tissues brought together in such a way as to leave no dead 
spaces. In some cases it may be advisable to repair the relaxed vaginal 
orifice. The patient should be propped up immediately after the operation 
and the use of the catheter avoided if possible. The authors have 
operated upon twenty cases by this method; of this number sixteen were 
either cured or improved and the remaining four cases were unsuccessful. 
A study of the published tables, however, shows that of the ten cases 
reported as ‘‘ well’? four have not been heard of since the operation and 
three others have been so recently operated upon (i.e., under six months) 
that they can hardly be regarded as cured. In the three remaining cases 
of this class the results are eminently satisfactory for the patients have 
remained well for periods of twelve, nine, and one year respectively. 

W. W. K. 
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Fibroid tumours of the ovary. William Fullerton reports a case of 
fibroma of the ovary. He believes that pure fibromata of the ovary are of 
infrequent occurrence, and that they tend to arise during the reproductive 
periods of life rather than in old age. They may undergo various degenera- 
tions and may be associated with ascites. It is important to recognise 
sarcomatous transformation which would be suggested by rapid increase in 
size, in the absence of pain and fever which would indicate infection or 
necrosis of a simple fibroma. Sarcomata tend to be bilateral and on section 
yellowish or haemorrhagic areas are commonly seen. W. W. K. 


Annales de Gynécologie et d’Obstétrique. 
April. 1914. 


1. Signs and diagnosis of early uterine pregnancy. A. PINARD. 
. “Peritoneal Fissures of the body of the uterus in the case of premature 
separation of a normally situated placenta. M. FRarront. 
Kyphotic pelvis and Czesarean section. A. HERRGOTT. 
* Pseudo appendicitis ” in pregnancy. Dr. VAuTRIN. 
5. Cesarean section in a case of double uterus with hemihysterectomy 
A. FRUHINSHOLZ and G. Gross. 
6. Cesarean section in a case of uterus unicornis. FRUHINSHOLZ and Jos. 
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Peritoneal fissures of the body of the uterus occurring in the case of acci- 
dental hemorrhage. Under the above heading the author discusses a 
condition which has been described by Spiegelberg under the name of 
“Incomplete external rupture of the uterus,’’ and by Saenger as ‘ Peri- 
toneal fissures of the uterus.’’ He illustrates the subject by a case of a 
woman aged 37 who had had 7 previous pregnancies and was brought in 
very collapsed indeed. The author states that it was difficult to get 
any detailed history but the patient had a normal pregnancy until 
labour pains started 34 hours before admission and she lost a consider- 
able quantity of blood. On examination she was found to be very pale, 
subnormal temperature, pulse 110 and complaining of great pain in the 
abdomen. Uterus was very tender on palpation, contracted feebly, and at 
long intervals. Cervix was about } dilated. Uterus was full of blood clot. 
Version was performed and the child delivered. Her uterus however would 
not contract down and hemorrhage was only stopped after the uterus had 
been plugged. The patient rallied for a few hours, then died. 

At the post-mortem examination a litre of blood was found in the peri- 
toneal cavity. On opening the uterus the placenta was found to be 
detached, the placental site corresponding to the position of the peritoneal 
fissures. Microscopic examination of the uterine wall showed the muscle 
fibres were separated from each other by blood. ‘There were no signs of 
degeneration in the muscle nor in the vessel walls. 

Many other such cases have been recorded. Ramsbotham published one 
case in which the woman died suddenly about 12 hours after a difficult 
labour. A quantity of blood was found in the peritoneum and many peri- 
toneal fissures on the posterior aspect of the uterus. Another case under 
the care of Francis White had two attacks of pain before labour accom- 
panied by a feeling of suffocation and pain in the precordium. This 
patient died within an hour of delivery. Post mortem—a quantity of 
blood was found in the peritoneum, the uterus was ‘not contracted and had 
two long fissures on its anterior surface. A third case was published by 
Clark in the Transactions for improvement of medical and surgical know- 
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ledge. This woman, aged 25, a primip., during her confinement suddenly 
started vomiting, became collapsed, and died without being delivered. 
Post mortem the uterus was found slightly contracted and about one ounce 
of blood in the peritoneum. ‘There were four or five lacerations of the 
peritoneal coat. 

Several theories have been put forward to account for this phenomenon. 
Spiegelberg in 1882 suggested that these ruptures were due to the want of 
elasticity of peritoneum brought about by chronic inflammation. 

Simpson observed it in a case in which an injection was made into the 
uterus in order to induce premature labour. 

Tarnier and Budin, in their Traité d’Accouchement, 1898, mention this 
extramuscular rupture as being a rare phenomenon, and consider that 
peritoneal ridges which may be seen on the surface of the uterus are pre- 
disposing causes. 

Krauer considers that the changes in the uterine wall are primarily 
responsible for the fissures. The author thinks that the hamorrhages into 
the uterine wall are secondary to the placental haemorrhage in the cavity 
of the uterus and are sufficient in themselves to account for the peritoneal 
fissures. 

In January, 1906, Le Lorier reported a case in which Caesarean section 
was performed for a retroplacental heemorrhage. The peritoneum covering 
the uterus was raised from the surface of the uterus by a collection of 
serous fluid. A piece of muscle was cut out for microscopic! examination 
and found to be slightly infiltrated with blood. The author considers this 
to be the first stage in these peritoneal ruptures. 

In 1912 Professor Bar again laid stress on the haemorrhagic condition of 


the uterine wall in cases of accidental haemorrhage and considered that the _ 


condition was primarily a toxcemic one. 

In August, 1912, Professor Couvelaire published two observations of 
which one was particularly interesting. The author had performed Porro’s 
operation and during the operation he found a small fissure near the right 
tube, and a small perforation and the uterine wall was very friable. <A 
piece of the wall was examined microscopically and the muscle fibres were 
found to be literally dissected by the haemorrhages into the wall. 

Finally the author says a word or two about the treatment. He says 
that immediate delivery is essential, but considers that where the cervix 
is not dilated or only slightly so Caesarean section should be performed 
because the peritoneal cavity and the condition of the uterine wall can then 
be examined. If there are many fissures on the uterus and the muscles 
infiltrated with blood hysterectomy should be performed as the uterus 
cannot properly contract. 


“Pseudo appendicitis” in Pregnant Women. After pointing out that 
appendicitis is so dangerous in pregnancy, that it is impossible sometimes 
to wait for a definite diagnosis before operating, the author goes on to 
describe five cases in which the operation was performed and the conditions 
found were of particular interest. 

The first case of this series was a woman, aged 23, four months pregnant, 
who was brought in with symptoms of an acute abdominal condition. 

Pulse was 110, temperature 37.5°C., abdomen distended and vomiting. 
Maximum tenderness was in the right iliac fossa. An immediate laparo- 
tomy was performed and a diverticulum was found connected to the small 
intestine about 3 inches from the ileoczecal valve. This diverticulum had 
perforated and a collection of pus and faecal matter had been formed around 
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it. The appendix and caecum were healthy. Patient made a good 
recovery. 

The next case was a woman, aged 31, in the fifth month of her third 
pregnancy. She had just recovered from tonsilitis when she was seized 
with pain in the right iliac fossa. This was diagnosed as appendicitis and 
she was treated with rest and ice applications. She did not improve, the 
temperature and pulse rose and a laparotomy was performed. A sup- 
purating dermoid cyst was found. This was enucleated and a drain 
inserted. Patient made an uninterrupted recovery and was delivered at 
term. 

The third case was similar to the last but in this case abortion took 
place a few days after the laparotomy. It is questionable whether the 
history of the fourth case sounds like appendicitis. The patient, a woman 
aged 28, in the second month of her first pregnancy, had pain in the right 
iliac fossa, normal temperature, pulse 100, much vomiting. In the right 
iliac region a tender swelling was found, the note over this swelling was 
dull. Tenderness was greatest at Mc.Burney’s point. Vaginal examina- 
tion proved the uterus to be pregnant but no swelling could be felt in the 
right fornix. A laparotomy was performed and a ruptured ectopic gesta- 
tion discovered. The intrauterine pregnancy continued until term. 

The last case was a patient, aged 24, who had sudden pain three days 
after her confinement and a slight temperature, pulse 110. Appendicitis 
was diagnosed. The symptoms however subsided, but during the next 
three months patient had frequent attacks of pain with a slightly raised 
temperature and pulse. A laparotomy was performed and a_ twisted 
ovarian cyst discovered. Patient made an uninterrupted recovery. 

MALcoLM DONALDSON. 


Archives Mensuelles d’Obstétrique et de Gynécologie. 
May, 1914. 
. *Supra-renal insufficiency in pregnancy. ZULOAGA. 
. *Retention of membranes after delivery at term. GuILDAL. 
Unilateral hematometra in double uteri. Morrorp. 


Post operative hernia in the middle line of the abdomen. ImpBeErT and 
ZWIRN. 
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Suprarenal insufficiency in pregnancy, Zuloago reviews recent litera- 
ture and records cases. The insufficiency may precede the pregnancy 
and be aggravated by it or the villo-toxemia may exhaust the 
glands. The uncontrollable vomiting of pregnancy depends on auto- 
intoxication but is sometimes set up by supra-renal insufficiency. Sudden 
deaths during pregnancy are sometimes due to the same cause. It is 
characterised by low blood pressure and by the presence of more or 
less persistent white streaks when the skin is pressed. In such patients 
pregnancy should be forbidden, but if pregnancy does occur the patient 
should receive supra-renal gland in some form. It is the proper treatment 


in vomiting of pregnancy and labour should not be induced till opotherapy 
has had a trial. 


Retention of membranes after confinement at term. Guildal records the 
experience of the Copenhagen maternity in ten consecutive years. In 
14,078 confinements some considerable portion of membranes was left 
behind in 346 cases. This does not take account of doubtful cases. 
Statistics do not usually give the information required so are not compar- 
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able as regards methods of treatment in different hospitals. G. concludes 
that hurrying the third stage tends to membrane being retained, as also the 
placenta being marginal. Retention of membranes does not cause haemort- 
hage in the third stage. The percentage of morbidity is certainly higher 
in women who have portions of the membrane retained but this is as 
certainly not reduced by artificial removal of the membrane. The mem- 
brane is cast off as debris in the lochia or in shreds and this commonly 
occurs from the fourth to the ninth day. It is possible but not demon- 
strated that endometritis may be a consequence. 
C. WHITE. 
La Gynécologie. 
April, 1914. 
1. *Bouilly’s operation—high amputation of cervix with colpectomy and 
perineorrhaphy. LeNORMANT and PertiT-DUTAILLIS. 
2. Lavage of the peritoneum with ether and the raised head position after 
operation as a check to post anzesthetic vomiting. ROUVILLE. 

Bouilly’s operation—high amputation of cervix with colpectomy and peri- 
neorrhaphy. Lenormant, Paris, and Petit-Dutaillis record their results in 
treating prolapsus uteri. Following Bouilly, Lenormant amputates the 
cervix after separating the bladder. Hzeemorrhage is troublesome and is 
best controlled by tying the arteries before they pass on to the cervix. The 
pouch of Douglas is occasionally opened and must be reclosed; anterior 
and posterior colporrhaphy, more or less extensively as required, completes 
the operation. The,results are recorded but are for the most part not 
observed sufficiently late to give much information. 80 per cent. are 
claimed as successful. E. H. OLIPHANT. 


Revue Mensuelle de Ca ie, d’Obstétrique et de Pédiatrie. 
arch, 1914. 
1. *Valeur actuelle de la castration ovarienne dans les hémorragies des 
fibro-myomes (opération d’Hégar). G. pg ROUVILLE. 
2. Le nouveau-né a 1’état normal et pathologique (anatomie et physio- 
logie). DEVRAIGNE. 

Ovariotomy for hemorrhage due to fibroids (Hegar’s operation). Professor 
G. de Rouville brings to notice again the operation of ovariotomy as treat- 
ment of uterine fibroids. He records 7 cases in which he has found the 
procedure of advantage. ‘They were all performed in cases of setious 
aneemia due to metrorrhagia in which the patient was considered not to be 
able to bear a hysterectomy . 

His result in 6 of them was immediate cessation of hamorrhage with 
subsequent complete restoration to health and diminution in size of the 
tumour. In the remaining case, the patient was so blanched that he 
hesitated in advising interference and he had difficulty in obtaining an 
anesthetist. Under ether, however, he removed both ovaries in 6 minutes. 
The patient improved but had slight subsequent haemorrhages. Later he 
performed hysterectomy and found that some ovarian tissue had been left 
behind. The fibroid condition of the uterus was also larger. After this 
the patient made a full recovery. 

He puts forward, as the result of these cases, a plea for the relegation 
into our modes of operative procedure that of ovariotomy for uterine fibroids 
where patients cannot bear more drastic treatment. He further justifies 
this by the opinion that the uterine haemorrhage of fibroids is largely 
dependent on concomitant abnormality in the ovaries and is controlled by 
these organs. Lewis GRAHAM. 
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Zentrallblatt fur Gynakologie. 
No. 18. May and. 1914. pp. 649-680. 
ORIGINAL ARTICLES. 
1. *Inversion of the uterus during the puerperium. W. BECKMAN. 
2. Anatomy of the portis vaginalis. E. Kraus. 
3. Diagnosis of uterine tumors with intrauterine collargol injections and 
Roéntgen Rays. C. RuBIN. 

Collections of abstracts from recent literature. 

Abderhalden’s reaction. 

Radiology. 

Menorrhagia and Metrorrhagia. 

Fibroids and Sarcomata. 

Ovaries and appendages. 


Inversion of the uterus during the puerperium, Beckman quotes two 
cases of this condition treated by reinversion after incising the posterior 
wall of the uterus. He compares this method with total extirpation and 
though favouring the above conservative treatment, he does not consider 
it the less dangerous. 

One case died of peritonitis, and in the second case, though the mucosa 
was regularly cleansed and disinfected before the operation, despite drain- 
age of Douglas’ pouch, localised peritonitis followed. In both cases atony 
of the uterine wall and not mismanagement was the cause of the inversion. 


No. 19. May 9, 1914. pp. 681-712. 
ORIGINAL ARTICLES. 
1. The use of pituitary extract in the after-treatment of operation cases. 
E. v. KONRAD. 
2. A foreign body in the peritoneal cavity. TH. NaGy. 
3. Coitus interruptus as a cause of ovarian pain. A. HORZFELD. 
Collection of abstracts from recent literature. 
Foetus and the New-born. 
Inner Secretion and Serology. 
Urinary tract. 
Peritoneum. 
Midwifery (general). 
Operative midwifery. 
Abderhalden’s reaction. 
Psychiatry and Neurology. 


No. 20. May 16, 1914. pp. 713-752. 
Reports of the proceedings of the Congress of the German R6éntgen Society 
in Berlin. April, 1914. 
ORIGINAL ARTICLES. 
1. “Differentiation between maternal and foetal blood and its use in 
forensic medicine. W. VOlLLHARDT. 
2. Further experience with Pantopon-Scopolamine and Pantopon. Tu. 
JOHANNSEN. 
Collection of abstracts from recent literature. 
General Gynecology. 
Vulva and vagina. 
Abortion. 
Eclampsia. 
Complications of pregnancy. 
Uterine displacements. 
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Differentiation between maternal and fetal blood. A differentiation by 
means of the Lipoid content between blood stains from the mother or 
newly-born child is possible, but as men’s and non-pregnant women’s 
blood give a similar reaction, the differentiation is only in effect between 
adult and infantile blood. Vollhardt finds that Abderhalden’s reaction will 
not work with old, septic, or haemolysed blood nor with extracts of blood 
stains. Hence it is useless for application in forensic medicine. 


No. 21. May 23, 1914. pp. 753-792. 
Congress of German R6éntgen Society at Berlin. 
ORIGINAL, ARTICLES. 
1. *Changes in the ovary resulting from Radium and mesothorium 
radiation. J. SCHIFFMANN. 
2. The abdominal radical operation for carcinoma of the uterus. I. A. 
KRIWSKY. 
3. Secondary suture of complete rupture of the perineum. ROSENSTEIN. 
Collection of abstracts from recent literature. 
Pituitary extract. 
Sterility and sterilisation. 
Complications of pregnancy. 
Tuberculosis. 


Changes in the ovary following radiation. Radium was sewn into a 
pocket of peritoneum in the neighbourhood of one ovary before killing the 
guinea-pig. Two of these were pregnant. The affected ovaries were 
smaller, and the surfaces were smooth, there being no bulging of the 
follicles. 

The germinal epithelium was unchanged. The follicles and ova were 
most affected especially the riper follicles. These had undergone a cystic 
change. The cells of the membrana granulosa were either swollen or had 
proliferated to fill the follicle. Their nuclei were degenerated. Of the 
interstitial cells some were normal, others showed degenerative changes in 
the nuclei with changes in the staining properties. 

Four experiments were carried out. 


No. 23. June 6, 1914. pp. 833-864. 
ORIGINAL, ARTICLES. 
1. *Production of diuresis with intramuscular injections of Euphyllin in 
eclamptic coma. LICHTENSTEEN. 
2. Control of swabs in Laparotomies. P. v. KUBINYI. 
3. Curved uterine sound and curette. W. ENGELMANN. 


Collection of abstracts from recent literature. 
Foetus and newly-born. 
Puerperal Fever. 
Displacements. 
Uterine carcinoma. 
Intestine. 


Diuresis produced by Euphyllin in eclampsia. Five cases were treated 
with intramuscular injections of this drug, a combination of Theophyllin 
and Ethylendiamin. Two cases had already had eclamptic seizures and 
three showed cedema in a greater or less degree. Its use was always 
followed by diuresis and relief of symptoms): The dose is 2 ccm. thrice 
daily. Venesection and infusion were also employed and in future he 
intends to combine it with Digalen. 
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No. 24. June 13, 1914. pp. 865-896. 
ORIGINAL ARTICLES. 
1. Is hemolysis by streptococci a pregnancy reaction? W. BENTHIN. 
2. Cure of a case of dermatitis of pregnancy with Ringer’s solution. 
S. F. Roos. 

3. Pituitary extract and uterine atony. H. OPPENHEIMER. 
Collection of abstracts from recent literature. 

Abderhalden’s reaction. 

Radiology. 

Menstruation. 

General operative technique. 

Neurology and psychiatry. 

No. 25. June 20, 1914. pp. 897-928. 

ORIGINAL ARTICLES. 
1. *Simplification of Abderhalden’s pregnancy reaction. P. Hussy. 
2. Thirty cases of classical Caesarean section. A. N. RACHMANOW. 
3. Hydrosalpinx—prolapsed owing to application of forceps. S. Kocks. 
Collection of abstracts from recent literature. 

Obstetrical operations. 

Tubes and ovaries. 

Urinary organs. 

Aneesthetics. 

Radiotherapy. 

Therapeutics. 


A simplification of Abderhalden’s reaction. The Héchster Farbwerke has 
prepared a powder of placental protein which saves the tedious preparation 
of placental extract. Tested simultaneously with the latter in 23 cases, it 
gave a similar or more strongly positive reaction. In one case both pre- 
parations failed to give a positive reaction when pregnancy was com- 
plicated by fibroids. 


Zeitschrift fiir Geburtshiilfe und Gynikologie. 
Band lxxvi. Heft 1. 
Tetanoid symptoms in pregnant and puerperal women. Pu. KReIss. 
Blood loss in gynzecological operations and its prognostic significance. 
PH. KREISS. 
. *Pemphigus neonatorum contagiosus. E. REINHARDT. 
Surface-epithelial papillomata of the ovary. O. Haun. 
The germ-content of the urine of pregnant women. KuRIHARA. 
Observations on the proteid and mineral metabolism in pregnant 
women, together with researches in animals, with special reference 
to the function of the endocrinous glands. LANDSBERG. 
7. Observations on the iron-content, haemoglobin, and the blood-corpuscle- 
volume in obstetrical and gynecological patients. MAIER. 
8. *The occurrence of doubly refractile lipoids in the human ovary and 
uterus. ADACHI. 
9. Reply to Lamers’ article on the calcium-content of human _ blood. 
VOORHOEVE. 
10, Treatment of the placenta and its manual separation. AHLFELD. 
11.*The value of the fixation abscess in the treatment of puerperal infec- 
tions. E. Santt. 
12. Closure of the ductus arteriosus Botalli after the birth of the child. 
G. LINZENMEIER. 
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Pemphigus neonatorum contagiosus, Reinhardt describes an epidemic 
of twenty-three cases of this rare disease in the Dresden Frauenklinik. The 
infection was apparently introduced by a young woman from a district in 
which there had been an epidemic of pemphigus some time previously. 
This patient’s infant developed the disease on the seventh day after birth. 

The individual cases are described, and some illustrated in order to 
show the distribution of the bullze on the face, limbs and body. There is 
apparently no regular or typical distribution, but in many cases it begins 
around the umbilicus. 

The condition must be diagnosed from congenital syphilis. The latter 
is usually present at birth and the eruption is confined to the palms of the 
hands and the soles of the feet. Blisters from burning must also be 
excluded. 

On bacteriological examination the fluid from the bullee gave in many 
cases cultures of staphylococci aureus or albus. Reinhardt also studied 
and discusses the cytology of the fluid. 

Six of the infants died, and post mortem the ordinary appearances of a 
general septic infection were found. 

The treatment consisted of isolation, the use of an antiseptic dusting 
powder such as dermatol, and particularly the avoidance of baths. In the 
second case of the epidemic a strictly localised eruption became generalised 
all over the body very soon after the child had, contrary to orders, been 
bathed. 


The occurrence of doubly refractile lipoids in the human ovary and uterus. 
Adachi has examined the ovaries and uterus at different periods of life, and 
studied the presence and distribution of fat in them. In the child’s ovary. 
he finds fat present in the theca interna of the atretic follicles. In this fat 
there are occasionally to be seen small crystals of a doubly refractile lipoid. 
He regards the presence of the lipoid as a normal concomitant of fat 
storage. 

After puberty the fat is present to a greater extent and is especially 
to be found in the corpora albicantia and fibrosa. In the corpus luteum of 
pregnancy or the early puerperium there is but little fat, but in the late 
puerperium the lutein layer contains a great deal. In the larger fat 
droplets the doubly refractile crystals are numerous. 

The uterus does not contain fat in childhood, and in early adult life 
only where haemorrhage has occurred. In the early puerperium and after 
abortion the fat-content is slight, but in the later puerperium very marked. 
The fat in these cases is usually characterised by the refractile crystals 
described. 

Adachi also refers to the presence of chalk granules in the corpus luteum 
as described by Miller. 


The value of the fixation abscess in the treatment of puerperal infections. 
Santi records twelve further cases of puerperal infection in which the 
therapeutic effect of causing a fixation abscess by means of the injection of 
oil of turpentine was tried. The mortality was two, as contrasted with 
six in his previously recorded series of eighteen cases. Santi contrasts the 
value of the treatment, as revealed by these figures, with such methods of 
treatment as antistreptococcic serum, vaccines, intravenous injections of 
antiseptics and the like. He concludes that in some cases it can cure 
completely, in others not, while in most it at least contributes to recovery. 
Moreover its good effects are not infrequently shown in cases which have 
failed to benefit from the other methods of treatment. R. W. JOHNSTONE. 
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Monatsschrift fir Geburtshilfe und Gyndkologie. 
xxxix. Heft 5, May, 1914. 


The treatment of retained placental fragments. G. WINTER. 

Air embolism following criminal abortion. M. RICHTER. 
Over-extension of the back following prolapse of the arm. E. Sacus. 
Continuous X-ray treatment. S. MULLER. 

Experiences with peristaltin. S. FLatau. 

. *Bacteriological experiments regarding auto-infection. W. BENTHIN. 


pm 


Bacteriological experiments regarding auto-infection. The author gives 
his results from 500 cases in the Kénigsberg Klinik. The vaginal secre- 
tion was examined before and during the operations. Especial attention 
is devoted to the effect of hemolytic streptococci on morbidity and 
mortality. 

94 cases showed this organism. It was present in 25 per cent. of the 
carcinoma cases, 10—15 per cent. of those of prolapse, and in 5 per cent. 
of myomata. 

Practically all the fatal cases and most of those who had _ severe 
symptoms gave pure cultures of this streptococcus. There was a mortality 
of 17 per cent. when they were present, and only 1 per cent. in their absence. 

While they play a considerable rdle in carcinoma (20 per cent. of oper- 
able cases), they are only of minor importance in myomata. But if 
present in prolapse cases, the prognosis is much graver. Attempts to free 
the vagina of these organisms were most successful in cases of myomata 
and prolapse (85 per cent.) and with less success in carcinoma (59 per cent). 
Warm corrosive douches (1—1,000) gave the best results. Lactic acid 
(4 per cent.) was used in several cases and gave promise of being perhaps 
the best remedy of all. 

The paper contains many tables of the results obtained. 

R. M. ALLAN. 
xxxix. Heft 6. June, 1914. 


. “Hyperemesis Gravidarum. O. Bonpy. 

2. The biological reaction of pregnancy and its results in private practice. 
E. Puppet. 

3. The value of the estimation of antitrypsin in obstetrics and 
gynecology. F. HkINEMANN. 

4. Results of methodical palpation of the ileoczecal region in relation to 
extrauterine pregnancy. T. HAUSMANN. 

5. The use of turpentine oil in the prophylaxis and treatment of puerperal 
and gynzecological infections. H. CRAMER. 

6. Surgical treatment of inflammatory annexial disease. I. Kriwsky. 

7. *Ocular changes during pregnancy and labour. ADAmM. 

8. Critical review on the treatment of peritonitis by camphor oil. A. 


HUFFELL. 
Hyperemesis gravidarum. Bondy gives the lL se which 
got steadily worse under routine medicinal treatme:. 1 the 
serum of normal pregnant women with instantaneous suc. ‘on 


for its action is unknown. It is not due to a specific anti). 
similar results would have been obtained with serum from no. 
women and with Ringer’s solution. 
In 10,000 deliveries at the Breslau Klink there were 21 cases with 
deaths. These latter are reported in detail. Contrary to the usual opinion 
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multiparee and married women were greatly in the majority. Most of the 
cases were mild and responded to medicinal treatment alone. 

The principal symptoms indicating induction of labour are—progressive 
loss of weight, diminution in the amount of urine and an increased pulse 
rate. Leucin and tyrosin appear only shortly before death. Urobilin 
occurs in mild and severe cases. He had no experience of the value of the 
ammonia coefficient. 

While believing that many cases are reflex in origin with a toxic 
element superadded, he considers that perhaps the internal secretory 
organs may play an important part in the etiology of the condition. 


Ocular changes during pregnancy and labour. Albuminuric retinitis is 
described fully. He advises induction of labour if the case be seen at the 
outset of the eye symptoms. But if the retinitis be of some duration the 
question of inducing labour depends more on the condition of the urine 
than on that of the eyes. Such cases may often be allowed to go to term 
without the risk being too great. But future pregnancies should be 
guarded against. 

He examined 92 cases of eclampsia—44 showed ocular changes. 
Albuminuric retinitis was present in four. The majority of the others had 
complete amaurosis and a smaller number a marked degree of amblyopia. 

Some cases showed dark spots on the periphery of the fundus with 
choroidal vessels passing out from them. On microscopical examination 
they were found to consist of thrombosed veins with haemorrhage around 
them. The exact significance of these spots is unknown. 

In conclusion he states that the more sudden and intense the onset of 
sensory disturbances, the better the prognosis for the ultimate condition of 
the sight. R. M. ALLAN. 


Gynzkologische Rundschau. 
1914. Heft 7. 
1. The operative treatment of rectal prolapse. H. ALBRECHT. 
2. *The structure of uterine muscle in relation to obstetrics. F. LA TORRE. 


The structure of uterine muscle in relation to obstetrics. The author gives 
a short review of a paper he is about to publish on the muscle and con- 
nective tissue of the uterus. He maintains that the old opinions based on 
macroscopic work are wrong and founds his opinion on sections stained by 
modern methods. No details are given in this paper. 

1914. Heft 8. 
1. *Ovarian pregnancy. R. KOHLER. 
2. Critical review of the malformations of the female urogenital tract. 
F. Coun. 


Ovarian pregnancy. This is the history of a multipara with the 
symptoms of ruptured tubal pregnancy. Her previous history was nega- 
tive as regards any pelvic trouble. On opening the abdomen blood clots 
were removed and the right ovary contained a cyst the size of a pigeon’s 
egg. Both tubes and the left ovary were normal. The microscopical find- 
ings are described and the author concludes that the ovum was fertilised in 
the follicle. He reviews the theories regarding the condition. 

R. M. ALLAN. 
viii. 1914. Heft 9. 
1. The relationship of obstetrician and physician to tuberculosis and 
cardiac disease in pregnant women. H. FREUND. 
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2. The use of Paparein in gynecology. P. Hussy. 
3. Critical review of the Abderhalden reaction. V. Hiss. 


viii. 1914. Heft 10. 
1. The conservative tendency in myoma operations. FALGOWSKI. 
2. Eventration in combination with other malformations. F. Simons. 
CRITICAL REVIEWS. 
3. The Abderhalden reaction. V. HEIss. 
4. Extrauterine pregnancy. O. FELLNER. 
R. M. ALLAN. 


Annali di Ostetricia e Ginecologia. 
April, 1914. 
1. The sterilization of the hands (Per la disinfezione delle mani). AGAzz1. 
2. Estimation of the viscosity of the blood in some uterine and ovarian 
tumours. (La determinazione della vis-cosita del sangue in aleuni 
tumori dell’ utero e dell’ ovaio.) GIAN-DISMA PESTALOZZA. 
3. A case of tubal interstitial pregnancy. (Un caso di gravidauza 
tubarica interstiziale.) COolLOMBINO. 
4. “Some cases of thrombosis in pregnant women. (Di alcune trombosi 
nelle donne gestanti.) Drcio. 


Some cases of thrombosis in pregnant women. Decio criticises numerous 
articles which have appeared on the subject of puerperal and post-operative 
thrombosis, and refers to the lesser degree of interest shown in cases of 
thrombosis occurring during pregnancy. He describes personal observa- 
tions made on 8 cases of thrombosis of the long saphenous or popliteal 
veins, occurring chiefly in the last months of pregnancy, and gives his con- 
clusions as to its origin and prognosis. In 6 cases, the patients were in 
good health, the onset of the condition was sudden, without febrile symp- 
toms and yielded rapidly to treatment, before or immediately after delivery. 
In 2 cases a recrudescence occurred during the puerperium, with marked 
pyrexia and in one case with a fatal issue. In the majority of the cases, 
therefore, no infective origin could be traced, and one must rather regard 
them as due to mechanical and biologic factors present in every pregnancy, 
such as increased pressure on the pelvic veins with consequent slowing of 
the blood current in the lower limbs, and alterations in the coagulability 
of the blood resulting from changes in internal secretions. Because of 
such changes in the circulation, any slight lesion of a vessel wall would 
induce clotting of the blood. The course of pregnancy is not disturbed as 
a tule and the thrombi usually resolve without dangerous consequences. 

In some cases, however, probably because of germs penetrating into the 
circulation during or after labour, the thrombus forms a nidus for the 
germs, and exposes the patient to the risk of septic emboli and pulmonary 
or other complications. 


The work at the Radium Institute from January 1st to December 

31st, 1913. 

A. E. Haywarp-Pincn (Lancet, May 23rd, 1913) in this article gives 
a very extensive report of all the cases treated at the Institute in 1913. 

Of the 972 cases which he reports on, between 60 and 70 were of a 
gynecological nature, the majority being carcinoma of uterus. 

In discussing this latter condition he specially remarks on the very 
gratifying results obtained in the treatment of inoperable cases not as 
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regards cure but of the great relief to those trying symptoms of pain 
haemorrhage and discharge. He draws special attention to the post 
Wertheim treatment in which he says that great care must be ‘taken both 
in the amount of radium used and the thickness of the screen, as this exten- 
sive operation apparently has some effect on the trophic nerves of the 
pelvis. In “fibroid ” disease of the uterus a marked beneficial action is 


noted with regard to the haemorrhage, but the actual size of the organ does 
not appear to alter much. J. MM. “W. 


Fibro-myoma of uterus and heart disease. 

McGinn (Trans. Amer. Gynec. Soc., vol. xxxviii, 1913) publishes a 
valuable series of tables and analyses based on the records of 5,700 
necropsies made in the Philadelphia General Hospital. In 244 cases fibro- 
myoma of the uterus was detected. (The records were divided into two 
series, 3,000 reported already, and 2,700 newly collected; in the second the 
total of female bodies was 632, out of which 131 were subject to uterine 
fibroid.) The tables of the entire 244 cases are very complete; they 
include, it must be remembered, a large proportion of negresses. Separate 
tables are published based on the proportion of different forms of cardiac 
lesions, and,on the ages,of the subjects. After considering the subject tfrom 
the standpoint of heart disease and of fibro-myoma.of the uterus, McGlinn 
feels obliged to admit ‘that a definite entity of a ‘ fibroid :heart’’ cannot ‘be 
sustained. All -fibroids, regardless of their size and situation, should ‘be 
removed if that uterine disease were the cause of dll cardiac ‘lesions inthe 
series, but such a-contention even the most radical operator would ‘hardly 
admit. Uterine myomas, occurring in middle and advanced life, .are 
practically always associated with sclerotic ‘heart ‘lesions. These patho- 
logical changes are part of a general process and bear no relation to ‘the 
fibroid. Large fibroid tumours, by increasing the work of ‘the heart, and 
smaller growths by causing pressure on the pelvic circulation, may produce 
hypertrophy and secondary dilatation of the heart. Anzemia, from heemorr- 
hages, infections and certain degenerations of the fibroid, may .affeet the 
heart secondarily, causing changes, such as fatty degeneration, brown 
atrophy, and cloudy swelling. The majority of cases.of ‘fatty degeneration, 
brown atrophy, cloudy swelling, myocarditis, etc., found in connection with 
fibro-myoma,.of the uterus are not caused by the tumour, ‘but conditions 
entirely foreign to the tumour. A.D. 


The association of uterine growths with goitre: typical and 
atypical exophthalmic goitre. 

Henry L. Evsner, M.D. (The American Journal of the Medical Sciences, 
May,, 1914). 

The author prologues his paper by reviewing the strides made in ‘the 
last ‘three decades in our knowledge of the functions of the ductless glands. 
The association between the thyroid and the genital organs was apparently 
known to the ancients. In recent times the experiments of von Eisélberg 
and.others have proved ‘their close association. The changes occurring in 
the thyroid at puberty, during menstruation and pregnancy are well known. 
‘Kocher has reported profuse metrorrhagia as following extensive thyroi- 
dectomy. Lawson Tait associated goitre with menorrhagia and uterine 
anomalies. Many investigators have noticed the tendency to amenorrhcea 
and genital atrophy in cases of exophthalmic goitre. The author states 
‘that exophthalmic goitre occurring during pregnancy is rare and that preg- 
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nancy, if it occurs in cases of exophthalmic goitre, aggravates the condition. 
However, in his opinion, cases of exophthalmic goitre rarely become preg- 
nant. With regard to the association of uterine myomata and _ fibro- 
myomata and goitre, he has collected 5,370 cases of internal disease. Of 
these, 186, or 3.4 per cent., had an associated goitre; 89 simple goitre, 55 
atypical exophthalmic goitre and 42 typical exophthalmic goitre. 15 per 
cent. of the 186 cases of goitre were associated with uterine fibroids. (The 
percentage of uterine fibroids in the 5,370 cases is not, however, stated.) 
The author’s experience is that thyroid perversion, especially goitre, is 
frequently associated with uterine fibroids. It would appear that removal 
of the uterine tumour does not affect the growth of the thyroid, nor does 
removal of part of the thyroid affect the uterine tumour in any way. The 
author concludes by describing in detail an interesting case of combined 
acromegaly, syringo-myelia, goitre, uterine fibroids and ovarian cyst. 
GorDON Lky. 


Conservative operative treatment of chronic inversion of the 
uterus. 


H. S. Crosser (Journal Am. Med. Asso., vol. 62, page 1061). 


The patient was aged 23, and had a complete inversion of the uterus of 
a year’s duration. ‘The first step in the operation was to incise the anterior 
vaginal fornix, and separation of the bladder from the uterus. The vesico- 
uterine pouch was then opened and the inversion funnel exposed. The 
next step was to divide the cervix anteriorly, but it was found that the 
uterus could not be turned inside in, until the anterior wall had been 
split to the fundus. Great thickening of the uterine wall made the 
reposition difficult and a considerable portion of it had to be cut away in 
order to allow the shrunken peritoneum to come together. The incision 
was sewn up and the uterus replaced. Free drainage was instituted. The 
patient had considerable fever after the operation but eventually did well. 


An excellent series of diagrams illustrates this article and makes the steps 
of the operation clear. C.N. L. 


Carcinoma of Fallopian tubes: right tube severed from uterus, 
and opening into intestine. 

HorrMANN (Report of meeting of Miinchener Gynikologischer Gesells- 
chaft: Monatsschr. f. Geb. u. Gyn., April, 1914, p. 545) operated 
recently on a sterile married woman, aged 42. The patient had 
been growing unaccountably weak and thin for several months. 
The periods continued quite regular and painless. There was no 
pelvic pain and no evidence of intestinal disorder. | Hérrmann operated, 
and found a characteristic retort-shaped tumour of the left Fallopian 
tube. On the right side the appendages were missing, and_repre- 
sented by a red bud as big as a cherry-stone. The right tube had 
become intimately connected with a coil of intestine, its contents had 
broken through the intestinal walls making an aperture over an inch in 
diameter, and it was entirely free from all connection with the uterus. 
The involved intestine was resected and the uterus removed entire with the 
left appendages. The mesenteric glands were infected and the patient 
died on the fifth day. Both tubes were the seat of papillomatous adeno- 
carcinoma. The new growth had spread into the intestine and papillo- 
matous masses with ulcerated patches were seen on its surface near the 
point of junction with the diseased tube. In discussing this case Wiener 
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observed that primary cancer of the tube was now known to be extremely 
malignant. The growth extended for months, often without producing 
any symptoms troubling the patient and operation always came too late. 
He had never heard of a permanent cure. Ao: 


On a new skin reaction in pregnancy. 

ENGELHORN (Muench. Med. Wochensch., No. 31, March, 1914) refers to 
the work that has been done on the toxemia of pregnancy. In criticising 
Abderhalden’s dialysation method of serum diagnosis of pregnancy E. states 
that he has noted a cutaneous reaction during pregnancy corresponding to 
von Pirquet’s tuberculin reaction. For this he uses an extract of placental 
tissue which he calls “ placentin.” The production of this placentin is 
a rather complicated process and E. is working to get a reliable extract 
for intra-cutaneous injection. 

Experiments have been made with placentin on pregnant women. E. 
gives a table of the results. The injection is given in the arm in the 
same way as von Pirquet’s tuberculin injection. The reaction is most 
distinct after 36 hours. In positive cases it manifests itself as a swelling 
with redness at the point of injection and a light brown pigmentation of 
the surrounding parts. ‘The appearance is illustrated in E.’s paper. From 
a study of the tables given, it appears that in all cases of pregnancy the 
reaction is positive; in non-pregnant cases it is negative. In 3 cases 
which received an injection immediately before an expected menstruation 
there was noted a slight reaction at the point of injection, but so slight 
in comparison with that of pregnant women that it was regarded as nega- 
tive. So distinct is this that E. considers that the serum of women during 
the premenstrual period gives a positive reaction to Abderhalden. During’ 
the puerperium the reaction disappears. KE. claims that by the injection 
of placentin in pregnant women from the 7th week a positive skin reaction 
is obtained. J. A. Kynocu. 


Distinction between the corpus luteum of ovulation and the true 
corpus luteum of pregnancy. 


F. FeuGrer (Journal Am. Med. Ass., vol. 62, page 1249). The ovaries 
from 700 non-pregnant and 689 pregnant cows were collected. Three 
hundred and sixteen corpora lutea were obtained from the non-pregnant 
animals, while those from the pregnant cows totalled 692. The colour and 
shape of the two varieties were identical. Careful chemical investigations 
were made of both classes, when it was found that their composition was 
practically identical, both from the qualitative and quantitative point of 
view. The average weight of the corpus luteum of pregnancy was 4.8 grs. 
as compared with 4.1 grs. of the non-pregnant animal. Cc. N. Lb. 


Vomiting of pregnancy treated by injection of blood of normal 
pregnant women. 


Artuur H. Curtis (Journal Am. Med Ass., 1xii, page 696). About the 
fourth month of a normal pregnancy intractable vomiting began. Nothing 
abnormal could be found. 15 c.c. of blood were withdrawn from a pregnant 
woman and at once injected into the muscular tissues of the patient’s back. 
Five days later a considerable amount of blood was withdrawn from another 
pregnant woman and defibrinated. 10 c.c. were injected into the patient, 
with the result that complete cessation of vomiting occurred within 18 hours, 

C.N. L. 
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Parotitis in pregnancy: Immunity of feetus: Infection’ of its 
brethren, 

CHAMBRELENT (Bulletins de la Soc. D’OUsét et de Gynéc de Paris, etc.,. 
February, 1914) attended a private patient for mumps beginning just 
before term in her third pregnancy. ‘There were no other cases in her house 
or in its neighbourhood. ‘Three days later she was delivered’ of'a perfectly 
healthy female child weighing seven pounds, and' she suckled it. Her 
temperature was 100° in the evening before delivery. On the fourth day 
she had a’ severe rigor, the temperature rising to 103°, and the glands 
became more swollen. There was no evidence of pelvic complication. 
Within two days the temperature fell to normal and the puerperium 
remained: uncomplicated! until convalescence. At the end of a fortnigtit 
after their mottier’s delivery, the younger cliild, aged'7 years,.and then the 
elder, aged 9, developed parotitis. They had been absolutely isolated’ from 
the mother and’ her new born child who was reared and throve perfectly. 
Mousson and Chambrelent (Bordeaux) considered the case and concluded that 
the infant absorbed an anti-toxin with its mother’s milk, hence its 
immunity. 


Retention of foetus four months after term. 


Goma (Bulletins de la Soc. D’Obstét et de Gynéc de Paris, etc., 
February, 1914) was called in to attend a labour which was unaccountably 
irregular. It had gone on for about twenty-four hours, the pains were very 
sluggish and at length the cervix being effaced the waters came away in 
abundance. ‘Then the pains ceased. This occurred at term, and the patient 
had given birth to three children spontaneously at term before. After the 
first confinement symptoms of endometritis developed, and the periods had 
always been free ever since. Gomma examined the patient and found the 
foetal head presenting, but hardly down in the brim. The souffle was 
audible, but not the foetal heart. The patient was kept closely under 
observation. ‘Three months later the uterus felt smaller,,and there was no 
difficulty in defining the foetal head and body as the parietes were very thin. 
One month after this examination the patient began to appear indisposed 
and dull pelvic pains were felt. At the end of two days very feeble con- 
tractions of the uterus set in, but within an hour a macerated foetus, 17} 
inches long, was expelled, the placenta (almost normal) following. There 
was no febrile reaction, and the catamenia reappeared within seven weeks 
and continued regularly, though over abundant and twice monthly, until 
the case was published. A. D. 


Rupture of the uterus, following Czsarean section. 


Louis BREITSTEIN (Journal Am. Med. Ass., 1xii, page 689). <A patient, 
aged' 17, was delivered by Czesarean section at term’ in 1909. After the 
operation there was some suppuration. In 1911 she had an uneventful 
pregnancy and.confinement. She was again pregnant in 1913. About the 
eighth month she complained of indefinite, irregular pains. On examina- 
tion the foetal parts were not satisfactorily made out, the foetal. heart was 
not heard. The abdomen was opened and the intact bag of waters containing 
the foetus was found lying in front of the uterus, which was fairly well 
contracted. A rupture was seen to have taken place in the old Cesarean 
section scar, extending from the internal os to within an inch of the fundus. 

Cc. N. LL. 
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ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GyNA{COLOGY. 
Meeting held Thursday, July 2nd, 1914. 

Dr. W. S. A. Grirrity in the Chair. 


SPECIMENS. 
Dr. H. RK. ANpREWs showed a uterus which he had removed after 
performing Cesarean section. Labour was obstructed by a carcinomatous 


growth which had surrounded the external os, but had caused no symptoms. 
The patient was et. 39, and was admitted to the London Hospital on March 
ist, 1914, having been in labour about 24 hours. On admission the pains 
were strong and frequent. ‘The cervix was rigid and only two-fifths dilated. 
More careful examination of the cervix found it to be extremely hard and 
firm feeling, as if a portion of a thick rubber ring pessary had been let into 
the tissues of the cervix on its anterior two-thirds; the posterior one-third 
was normal. ‘There was no ulceration, but in front and to the left a raised 
everted edge could be made out. On examination with a speculum it was 
impossible to diagnose that it was carcinomatous by its appearance, but a 
sound sank into the tissue about half an inch with only gentle pressure. 
Ceesarean section was performed and the uterus then removed. The 
anterior wall of the cervix above the growth was so thin that it tore in 
separating it from the bladder. On examination after the operation a hard, 
white growth was found to occupy all the lower part of the cervix except 
a little more than an inch posteriorly. Sections showed a squamous-celled 
carcinoma which though sufficiently advanced to cause obstructed labour 
had produced no symptoms of its presence. 
Remarks were made by Dr. HERBERT SPENCER and Dr. AMAND RovutH. 
Mr. Joun D. Marco_m showed a specimen of 
FIBRO-MYOMA COMPLICATING AND MASKING CARCINOMATOUS DISEASE 
OF THE CERVIX UTERI. 

The patient: was a healthy-looking woman of 53, who had for years suffered 
with a fibroma, but of late had very free red discharge and discomfort. On 
examination there was an obvious fibroid about four inches in diameter at 
the fundus, and there was also another growth in the region of the upper 
part of the cervix. There was no ulceration of the tissues, but a diagnosis 
was made that some active degeneration, either malignant or necrotic, 
was in progress. On opening the abdomen, the fundus contained a large 
fibromyoma. Slight traction on this caused a laceration of the tissues of 
the cervix below the tumour, which was now found to be the seat of exten- 
sive cancerous disease. ‘The removal of the malignant mass was found to 
be very difficult owing to its extensive connections with the bladder and 
ureter. The operation lasted three hours. Unfortunately, though the 
patient did well for a time, the growth recurred, and the patient died within 
the year. Sections of the growth proved it to be a carcinoma, partly squa- 
mous and partly cylindrical-celled in type. It apparently arose from the 
interior of the cervical canal. 


Dr. MACNAUGHTEN JONES showed a specimen of 
ADENO-CARCINOMA LIMITED TO THE SUMMIT OF THE UTERINE CAVITY. 
The uterus had been removed from a patient, et. 54, a widow. She had 
had four children. For some years she had a vaginal discharge which was 
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coloured but never offensive. ‘The uterus was curetted, and the material 
removed was reported to be adeno-carcinoma. ‘Ten days later the uterus 
was removed, and at the summit of the fundus a soft growth was found 
projecting into the uterine cavity and involving the myometrium. The 
growth was an inch and three-quarters in length. It exhibited the ordinary 
features of an adeno-carcinoma. 

The PresipeNt (Dr. W. S. A. GrirritH) showed a case of 
UTERO-RECTAL ADENOMYOMA WITH EXTENSIVE DECIDUAL METAPLASIA 
COMPLICATING PREGNANCY. 

The patient was et. 37, married 15 years, one child born December, 1899. 
Pregnant again now at about the sixth month. Last regular period ceased 
September 22nd, 1913. Expected day of confinement June 27th, 1914. She 
was admitted to St. Bartholomew’s Hospital on account of a curious mass 
in the recto-vaginal septum complicating the pregnancy. The pregnant 
uterus extended 9} inches above the symphysis, and on its anterior surface 
was a flat sessile fibroid. There was some hydramnios. The mass in the 
recto-vaginal septum was ill-defined and soft and spongy in character, not 
bleeding on digital examination, but on exposing it with a Sims’ speculum 
and touching it with dressing forceps free arterial haemorrhage followed. 
The mucosa of the rectum was not invaded. A fragment of the growth was 
removed through the posterior fornix for examination. Abderhalden’s test 
for pregnancy and carcinoma were faintly positive. The optical test was 
not done owing to insufficient material. During the following month the 
case was carefully watched, and it was found that the cervico- rectal growth 
had increased considerably, compressing the rectum and extending on the 
right side as far as the sacro-iliac sychondrosis. It was decided to try the 
effects of radium, and this was done, 100 mg. of radium bromide being 
inserted in the middle of the growth, and two other tubes containing 37 mg. 
of radium carbonate and 50 mg. of radium bromide, for 20 hours. In June 
the patient was in good health and the pregnancy apparently normal, with 
less hydramnios. Locally the cervico-rectal mass had diminished con- 
siderably. Nothing further was done, as it appeared that there was a good 
prospect of spontaneous delivery. Sections of the growth stained by Van 
Gieson’s method show large masses of typical decidual cells in a stroma of 
muscle and connective tissue. Within each mass is a cleft, lined by a 
thin lamina composed of flattened epithelial cells. In one part is a dilated 
gland tubule lined by low cubcal epithelium and completely surrounded by 
large decidual cells. The histological characters of the growth seemed to 
be those of an adenomyoma, in which the stroma cells surrounding the 
gland tubes had undergone decidual reaction. The author thought that the 
decidual change supported the view that extra- as well as intra-uterine 
adenomyomata were of Miillerian origin. 

This paper was discussed together with that of Dr. Archibald Leitch on 
migratory adenomyomata. 

Dr. ARCHIBALD LeITCH communicated a paper on 

MIGRATORY ADENOMYOMATA 
with epidiascopic demonstration, which appears on p. 83. 

The discussion which followed on these two papers was opened by Dr. 
CuTHBERT LocKyER, followed by Dr. HERBERT SPENCER, who said he did not 
think that the cases of retro-uterine and sigmoid adenomyositis shown by 
the President and Dr. Leitch were of endometrial or Miillerian origin; it 
was well known that the peritoneum formed decidua during pregnancy, 
and its presence in the President’s case was no proof of Miillerian origin. 
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He looked forward to the future history of that interesting case. One of 
the most disastrous results of radium was the peri-rectal fibrosis it set up. 
Wolff had found X-rays of little benefit in adenomyositis. Dr. Spencer 
had pointed out a year and a half ago, in discussing Dr. Lockyer’s case of 
incision of the uterus and rectum for this condition, that the researches of 
R. Meyer, Amann and Renisch showed that the growth arose in the peri- 
toneal endothelium. The researches of Pick, Orloff, Ivanoff, Opitz and 
others, and examination of the speaker’s own three cases supported this 
view, which he was interested to see Dr. Lockyer now adopted. Migration 
of endometrium and the Miillerian and Wolffian theories did not not explain 
some of the remote adenomyomata which had been observed in the sigmoid, 
small intestine, stomach, pleura, pericardium, as well as in the pedicle of 
a ventro-fixed uterus. Dr. Spencer had in his last case performed 
hysterectomy and dissected the growth from the rectum with the galvano- 
cautery. The patient recovered, with normal defeecation. He agreed with 
Dr. Lockyer that adenomyositis was not a tumour except in the clinical 
sense. He thought also that the ordinary diffuse uterine ‘‘ adenomyoma ” 
was not a “‘ tumour,” but a hypertrophy and hyperplasia. 

Dr. WALTER Tate and Dr. WILLIAMSON also spoke. 

The PrEstpEnt and Dr. LeitcH replied. 

Dr. W. S. A. Grirritu then delivered his Presidential Address, a full 
report of which will appear in the Proceedings of the Royal Society of 
Medicine. 

Votes of thanks were given to the Retiring Officers of the Section for 
1913-1914. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICATL 
SOCIETY. 
Meeting held in Leeds, May 15. 1914. 
The President, Dr. Wiuxrt, in the Chair. 
Present : 16 members and 4 visitors. 
Dr. HeiiErR (Leeds) exhibited a specimen of 
GRAPE-LIKE SARCOMA OF THE CERVIX, 
which appears on p. 108. 

Mr. GouGu (Leeds) exhibited a specimen of 
ADENO-MYOMA OF UTERUS AND LEFT TUBE WITH ADENO-MYOMA OF SIGMOID, 
the account of which appears on p. 88. 

Dr. LerrH Murray expressed great interest in this very unusual case. 
He asked whether there was definite evidence that the adeno-myomatous 
growth came absolutely to the surface in the regions where it was presumed 
that extension had occurred by contact. The origin of these tumours was 
very puzzling. Meyer seemed to be receiving considerable support for his 
theory of a development by inflammation and those who subscribed to this 
view called the condition adeno-myositis ; yet a history such as that of a 
case recently seen by the speaker strongly suggested a Miillerian origin. 
The case would shortly be reported in full, together with two others where 
the growth beginning in the vagina developed a very marked infiltrating 
character and in two of the three reached the rectal wall, leading to a 
stenosis very similar to Mr. Gough’s case. 

The uterus with the vaginal growth in the case referred to was removed 
in 1908, but it was found impossible to eradicate the growth in the pelvic 
connective tissue. Nine months later regular menstruation returned and 
had continued so up to date. There was now a very large mass in the 
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pelvis growing both downwaids into the vagina and posteriorly on the 
rectum where chronic obstruction ‘had recently necessitated a colotomy. 

Dr. O_prie.p (Leeds) asked if there was any muscular ‘tissue in 'the 
sigmoid growth. In the absence of muscular tissue he would suggest that 
it might be a diverticulitis and not an adeno-myoma. 

Mr. Goucn, in reply, said ‘that the inflammatory theory of origin of 
adeno-myoma did not appeai very satisfactory. In no other region had 
inflammation been considered capable of producing such well-defined 
structures as uterine glands. 

In reply, Dr. Stewart said : 

1. As ‘to the invasion of peritoneum ‘by tumour, the uterine and tubal 
peritoneum were intact though inflamed, but the tumours lay immediately 
beneath it. 

2. As to prognosis re malignancy, Cullen states that adeno-myomata are 
benign and he proved: this by reports on cases who had only had wedge- 
shaped pieces removed from their tumours and were alive and well years 
after. 

3. As to the question of muscle in the tumours, the adeno-myomatous 
tissue arises in the muscle of the organ in which the tumour is found. 

Dr. Crort (Leeds) showed a specimen of 

‘DEAD Ecnuinococcus Cyst REMOVED FROM THE PELVIS 

of a married woman, aged about 4o. The physical signs were those of an 
ovarian cyst in the pelvis and the abdomen was opened. The left ovary 
was normal but a cyst about the size of an orange was found projecting 
under the posterior layer of the left broad ligament beneath the ovary. With 
a little difficulty it was enucleated whole. Another similar cyst was dis- 
covered higher up on the same side bulging the peritoneum just outside the 
descending colon. This was enucleated, with the exception of a portion 
of its outer capsule about the size of a shilling, which was intimately 
attached to the lower.end ofithe kidney. This patch was left in situ rather 
than risk damage to the kidney. A third similar cyst was removed from 
the bottom of the pelvic cavity by enucleation. It occupied the sub- 
peritoneal tissues between the lower part of the uterus and the rectum. 
The peritoneal pouches were closed with fine sutures. 

On the right side no ovary was present. A short, smooth stump of 
Fallopian tube shrunk down upon the right cornu.and surrounded ‘by a ‘few 
very slight, thin adhesions was all that remained of the condition des- 
cribed as follows : 

Nineteen years ago the patient as a young single woman was under the 
care of my then colleague at the Hospital for Women, Dr. ‘Hellier, who.on 
Nov. 2nd. 1895, operated for ovarian tumour. There were physical signs 
of a very large.cyst. The abdomen was opened but the parietal layer of 
peritoneum was intimately adherent to the cyst. The cyst was opened and 
tapped. Six pints and a half of yellowish fluid were withdrawn. The 
cyst was everywhere intimately adherent and it was found impossible to 
effect its separation and removal. The cyst wall was therefore sutured to 
the abdominal incision and large drainage tubes were inserted. A good 
deal .of discharge escaped for a time but a couple of months Jater only a 
small sinus discharging about half a drachm of fluid per day was noted. 
The recovery of the patient was otherwise satisfactory and she completely 
recovered. 

During the interval of nineteen years the patient married and became a 
mother of eight children, her youngest being about five years old. 

It is interesting to record the fact that the whole of the original cyst 
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wall and its adhesions had gradually disappeared leaving practically no 
more traces of its former existence than one would expect to find as the 
result of an ordinary complete ovariotomy where the whole cyst is excised 
and the pedicle ligatured and sutured in the usual way. 

There were no traces of the former adhesions to the abdominal wall or 
to the old scar. The cysts were ordinary dead echinococcus cysts with 
daughter cysts and hooklets present. The fluid contents were rather thick 
and pultaceous. The patient made a good recovery. 

Dr. HELIER (Leeds) described a case of 

SUPERFICIAL ATRESIA OF VULVA, 
which appears on p. 106, 

Mr. Waite (Leeds) mentioned a case of almost complete adhesion of the 
vulva following an extensive scald of the lower half of the body in a girl 
of eight, who fell backwards into a bucket of boiling water. The passage 
of urine probably kept open a small aperture. The adhesions being recent 
were easily divided, partly by the edge but mainly by the blunt side of a 
scalpel. The subsequent tendency of the parts to re-unite was combated 
by keeping the opposing surfaces apart by strips of boric lint, with daily 
dilatation of the meatus, which was threatened with cicratricial stricture. 

Dr. E. O. Crort (Leeds) referred to a case of atresia of the vulva follow- 
ing injuries during labour. The patient had incontinence of urine and on 
examination the vulva was closed by cicatricial adhesions between the 
labia of each side. The membrane concealed the urethral orifice and urine 
escaped from a small central opening in the scar. Under anzesthesia it was 
found that the cicatricial septum could be easily removed. The urethra 
was uninjured and the vaginal canal above the obstruction was quite 
normal except for the presence of a small vesico-vaginal fistula in the 
anterior fornix about a quarter of an inch in diameter. This was repaired 
with success and the patient subsequently resumed coitus and had further 
pregnancies. The condition had existed for three or four years. 

Dr. FLETCHER SHAW (Manchester) exhibited a uterus removed for 

ACCIDENTAL HA!MORRHAGE WITH FREE BLOOD IN THE ABDOMEN, 
the account of which appears on p. roy, 

Dr. OLpFIELD (Leeds) asked what lotion was used for the intra-uterine 
douche. If mercurial solutions had been used the diarrhcea might possibly 
be due to mercurial poisoning. 

Dr. E, O. Crort (Leeds) agreed that death did not occur from uraemia 
resulting from obstruction to the ureter, but considered the diarrhcea due to 
a virulent septic infection of the alimentary canal. 

Dr. SHAw, in reply, said sterile water alone had been used for the 
douche. 

Dr. HELIER (Leeds) showed a specimen of 

SARCOMA UTERI 
from a patient aged 57, a Jewess. She had had hemorrhage for some 
months but almost no other symptom. The tumour was supposed to be 
a myoma uteri and was treated by supravaginal hysterectomy, April 20, 
1913. The uterus was about the size of a four months pregnancy. A broad 
ligament cyst was removed at the same time. After removal the tumour 
was found to be an encapsulated mixed celled sarcoma with some central 
necrosis. The patient was aneesthetised a second time and the cervical 
stump was removed by the vaginal route. The stump was free from 
Sarcoma. Uncomplicated recovery. This case illustrates the need of 


caution in performing subtotal hysterectomy unless sarcoma has been 
excluded. 
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The Seventh International Congress for Obstetrics and 
Gynecology. 


New YORK, SEPTEMBER 13-17, I9Q15. 


PRESIDENT: J. Rippix Gorre, M.D., 616, Madison Avenue, New York 
City. Cable address : Goffe, New York, A.B.C. Code. 

SECRETARY-GENERAL: F. F. Simpson, M.D., Jenkins Arcade Building, 
Pittsburgh, Pa. Cable address: Simpson, Pittsburgh, A.B.C. Code. 

INTERNATIONAL COMMITTEE.—J. Riddle Goffe, New York; Prof. E. 
Bumm, Berlin; Prof. Paul Barr, Paris; Prof. A. Doederlein, Munich ; Prof. 
Charles Jacobs, Brussels; Prof. Mangiagalli, Rome; Prof. A. Martin, 
Berlin; Prof. D. V. Ott, St. Petersburg; Prof. F. Schauta, Vienna; Dr. 
Herbert Spencer, London. 

CHAIRMEN OF AMERICAN COMMITTEES.—Programme : Edward P. Davis, 
M.D., Philadelphia, Pa. Reception and Entertainment: Lewis S. 
McMurtry, M.D., Louisville, Ky. Finance : Charles A. L. Reed, M.D., Cin- 
cinnati, Ohio. American Membership : J. Wesley Bovée,M.D., Washington, 
D.C. Canadian Membership : Walter W. Chipman, M.D., Montreal, Canada. 
Foreign Membership: Franklin H. Martin, M.D., Chicago, Ill. Trans- 
portation and Itineraries: Robert L. Dickinson, M.D., Brooklyn, N.Y. 
Clinical Programme : John G. Clark, M.D., Philadelphia, Pa. Publication : 
Brooks H. Wells, M.D., New York, N. Y. Publicity : Howard C. Taylor, 
M.D., New York, N.Y. Pathologic and Scientific Exhibit: Thomas J. 
Watson, M.D., Chicago, Ill. Surgical Instrument and Apparatus Exhibit : 
William E. Studdiford, M.D., New York, N. Y. 


The Seventh International Congress for Obstetrics and Gynecology will 
convene in New York City, U.S.A., on September 13, 1915, and the 
Scientific Session will be held on September 14, 15, 16, and 17, 1915. 

An Executive Committee for each country, which has heretofore par- 
ticipated actively in the proceedings of the several congresses, has been 
appointed who will select reporters for their respective countries on the 
fixed symposia of the Congress, and will recommend to the Scientific 
Programme Committee the names of others who are suitable to represent 
their respective countries on the programme. 

The International Organization Committee has decided that there will 
be one scientific session each day from 9 a.m. to 1 p.m., and the afternoons 
will be devoted to clinics, sight-seeing, excursions, etc. 

The following is an outline of the Scientific Programme : 

1st Theme: The Remote Results of Operations for the Relief of Retrodis- 
placements of the Uterus, both Simple and Complicated. Reporter, Prof. 
TH. H. VAN DER VELDE, Haarlem, Holland. 

and Theme: The Treatment of Puerperal Infections. Reporter, Dr. 
Epwarp P. Davis, Philadelphia, Pa., U.S.A. 

A prominent feature of the programme will be : 

The Value of Radioactivity in Gynzcological Therapeutics: 1st Réntgen 
Ray; 2nd Radium; 3rd Mesothorium. 

This may be discussed in indvidual papers or in the form of reports. 

Friday, September 17th : Miscellaneous papers. 

National Societies are encouraged to discuss these subjects at least eight 
months before the meeting of the Congress, and to have reporters collect 
and digest these discussions and report their conclusions. 
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